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| Cont. Cop 
and each tea- 
spoonful (4 ml.) of Mepilin Elixir 
contains ethinylcestradiol 0.01 mg. 
and methyltestosterqpe 3 mg. 


tericl 
*MEPILIN’ 


: TABLETS Bottle of 25 at 4/- and 100 at 12/- 
: ELIXIR Bottle of 4 fi. oz. at 6/- and 500 ml. at 20/6 


Literature and specimen packings are available to physicians on request 
THE BRITISH DRUG HOUSES LTD. 


“._...A mixture of the male and female 


was more efficacious than oestrogen alone.” ~~ oa 
BRIT. MED. JOURN., 1953 (JULY 25), 2, 214 


TRADE MARK 


Basic N.H.S. prices 


(Medical Department) LONDON N.1 


HE LAW AND ETHICS OF DENTAL 
PRACTICE 
By R. W. DURAND, M.R.C.S., L.R.C.P. 
Formerly Secretary of the tee Protection Society 


D. MORGAN, L.D.S. (Leeds) 
Formerly Deputy Dental Secretary of the British Dental 


ation 
Foreword by Professor R. V. BRADLAW, M.D.S., Dunelm, F.D.S., 
M.R.C.S. Eng. 
Professor of Oral Pathology, Durham University 
Director, Newcastle-upon- -upon-Tyne Dental School 


Expert guidance on the many any, problems which confront the 
en 


Demy 8vo 98 + viii Price 7s. 6d. net, plus 7d. postage 
Hodder & Stoughton Ltd., 20, . Warwick-square, London, E.C.4 


Revised Edition 


DISORDERS IN CHILDHOOD 
D_ADOLESCENC 
H, LE MARQUAND, MD. F, 
TOZER, MD aad J TINDALL, MLD. 


367 pages 90 photographic plates 
32s. 6d. net, plus Is. 4d. postage 
Universities Press Ltd., 102, Newgate-street, 


English 


ISABILITIES 


AND HOW TO LIVE WITH THEM 
by 55 Patients 
Demy 8vo 252 pages Price 10s. 6d. net, plus 10d. postage 


“ As men and women G.P.s will gain much from reading these 
stories ; as doctors they will! be in a better position to transmit 
to their patients some of the courage displaye d by those anony- 
mous authors. An altogether admirable book.””— Medical World. 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


E.C.1 


Third Edition 


BDOMINAL OPERATIONS 
By RODNEY MAINGOT, F.R.C.S. 
Surgeon, Royal Free Hospi ital ~ 
Completely revised. 74 Chapters (11 new). 1594 Illustrations 
11 Colour Plates. 1568 Pages. Price £8 10s. net. 
H. KE. Lewis & Co. Ltd., 136, Gower-street, W.C.1 
ANAGEMENT OF BURNS 


Six articles prepared by a subcommittee of the 
BRITISH ASSOCIATION OF PLASTIC SURGEONS 
Reprinted from THE LANCET with an appendiz 


These articles record the practice of surgeons who are treating 
burns every day and who see the good results of treatment 
that is carefully -planned from the start. Here is their plan, 
fully but briefly set out. 


48 pages Price 2s. 6d. (postage 4d.) 
The ‘Lancet 7, Adam street, Adelphi, London, Ww. Cc. 2 


[TECHN IQUES IN PHYSIOTHERAPY 
Edited by 
F. L. GREENHILL, 8.R.N., M.C.S.P., 
late Sister-in-Charge, Medical Rehabilitation Unit, 1 Free 
late Sister-in-Charge, Rehabilitation Unie ill) End 


Hospital ; 
E.M.S. Hospital (St. Bartholomew’ 's); Former Member Council 
Chartered Society of Physiotherapy. 
ssisted by 
C. B. HEALD, C.B.E., M.D., F.R.C.P., in Rheumatism and Arthritis 
J. N. BARRON, F.R.C.8., in Burns and Injuries of the Hand. 
Mr. J. COLSON, M.C.S.P., M.A.O.T., Occupational Therapy in 
Medicine and Surgery. 


Pages 222 + x 8 plates 
12s. 6d. net, plus 1s. 2d. postage. 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


Demy 8vo 34 figures 


THE CYTOLOGY OF 
EFFUSIONS 


in the Pleural, Pericardial and 
Peritoneal Cavities 


by A. I. SPRIGGS, D.M. (Oxon.), 


Besides black and white photographs showing 
all the principle types of cells, the book contains 
coloured plates illustrating representative 
microscopical fields from benign and malignant 


New Books from Heinemann 


BLOOD PRESSURE SOUNDS | 
AND THEIR MEANINGS | 


by J. E. MALCOLM, F.R.CS., R.A.F. 


This monograph is based on an investigation 
of the sounds of the aorta and peripheral | . ‘ 
arteries. The sounds are amplified and elect- 
ronically recorded. Much new and valuable 


effusions. References are given covering ientific knowledge has been acquired. 3 
nes es 
po a = 5 illustrations. net 96 pages 45 illustrations 12s. 6d. net 172 pages 148 illustrations 42s. net 


CLEFT LIP AND PALATE 
Second Edition 
by W. G. HOLDSWORTH, F.R.CS. 
| An account is given of the pathology of cleft 


| lip and palate together with the surgical 
| anatomy. For this new edition chapters on 


Tr and D 
Changes have been contributed by Mr. M.A. 
Kettle, F.R.C.S., and Professor R. Harrison 


William Heinemann + Medical Books - Ltd 99 Great Russell Street London WCI 
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for threadworm and 
roundworm 
infestation 


SUSPENSION containing 600 TABLETS each containing } 
mg. piperazine adipate in each 300 mg. piperazine adipate. 1) 
teaspoonful. ))) 
| Requirement for 7- ) 
AGE DOSAGE 'day course of treatment Kd 
_ TABLETS SUSPENSION | TABLETS SUSPENSION 

Under 2 yrs. | 2 daily |1 teaspoonful daily | 14 | 1 fi. oz. 


2 yrs. to 6 yrs. | 4 daily | 2 teaspoonfuls daily; 28 2 fi. oz. 


6 yrs. and over 6 daily 3 teaspoonfuls daily | 42 3 fi. oz. 


This daily dosage should be administered for seven days. It may 
be necessary to repeat this treatment after an interval of seven 
days in threadworm infestation and after an interval of three 
weeks in roundworm infestation. 
BASIC N.H.S. PRICES 
TABLETS Bottles of 25 at 3/- and 100 at 10/- 
SUSPENSION Bottle of 225 ml. (8 fl. oz.) approx. at 12/- 


( BRITISH DRUG HOUSES’ LTD. (Medical Department) LONDON N.I 
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YD Q V- the easily written, easily remembered contraction for 


Acid-Stable ORAL Penicillin 


‘Distaquaine’ V 


Crpenlline penicillin V, free acid 


DQV TABLETS 
DQV ELIXIR 
DQV SULPHA. 


THE a COMPANY (Biochemicals) LIMITED - BROADWAY HOUSE * THE BROADWAY * WIMBLEDON, 8.W.19 * Tel: LIBERTY 6600 


owners of the trade mark ‘ Distaquaine’ 
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H. K. LEWIS of GOWER STREET, London, W.c.1 


BOOKSELLING DEPARTMENT. A large stock of textbooks and recent literature in all 
branches of Medicine and Surgery available. Please state particular interest. 
Foreign Books obtained to order. Catalogues on request. 


SECOND-HAND DEPARTMENT. A constantly changing large stock of Medical 
Literature on view, classified under subjects. Old and rare books sought for and reported. 
Large and small collections bought. 


LENDING LIBRARY. MéEDICAL, SCIENTIFIC AND TECHNICAL. PROSPECTUS PosT FREE ON 
Request. Bi-monthly list of New Books and New EDbiTIons sent post free to 
subscribers regularly. 


THe Liprary CATALOGUE revised to December 1949, containing Classified Index of Authors 
and Subjects. Pp. xii + 1152. To subscribers 10s. net. To non-subscribers 17s. 6d. net, 
postage Is. 9d. Supplement 1950 to 1952. To subscribers Is. 6d. net. To non- 
subscribers 3s. net, postage 9d. 


New EpitIon REvisep to December, 1956, is in course of preparation. 


H. K. LEWIS & Co. Ltd., 136 GOWER STREET, LONDON, W.C.I 


Business hours: 9 a.m. to 5.30 p.m., Saturdays to | p.m. 
Telephone : EUSton 4282 (7 lines) Telegrams: Publicavit, Westcent, London 


Effective 
against both Trichomonas 
and Monilia 


penotrane 


PHENYLMERCURIC 


DINAPHTHYLMETHANE DISULPHONATE 


The powerful trichomonacidal and fungicidal 
properties of PENOTRANE present the 


greatest advantage in the treatment of vaginal in vaginal therapy 
discharge, particularly trichomonal vaginitis and 
moniliasis. _PENOTRANE is also strongly als 
bactericidal and it deeply penetrates the vaginal disposable 
mucosa. Both the Pessaries and Vaginal Cream are PENOTRANE Aqueous Solution—Bottles of 100, 
buffered to approximate the normal vaginal acidity. 500 and 2,000 c.c. 
/ PENOTRANE _Jelly—Tubes of 1 oz. 

INDICATIONS : Vaginal Discharge due to tricho- TRA 

Obstetri PENOT Ow! — Pol ne nsufflating 
Lubrication. ye Pre-operative Skin 


PENOTRANE  Tincture—Bottles of 15, 100, 500 
Literature and professional samples on request. and 2,000 c.c. 


wee, WARD, BLENKINSOP & COMPANY, LIMITED 


YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1. 
Telephone : HOLborn 5992/6 (5 lines.) Telegrams : Duochem, Westcent, London. 
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the 
Smith & Nephew 
range of paste 


bandages 


All Smith & Nephew paste bandages are 
made from light cotton fabric, with non-fray 
edges, and they are thoroughly and evenly 
impregnated. Each bandage is supplied in an 
individual moisture-proof wrapper which 


minimises loss of moisture by evaporation. 


ZINC PASTE BANDAGES B.P.C. 


Viscopaste zinc paste bandages are ready for 
immediate use on removal of the waterproof 
wrapping. They set quickly forming a thin 
shell. Viscopaste is indicated for eczematous 
conditions and also as a support for the leg 
following the removal of plaster of Paris casts. 
Viscopaste is obtainable in 6 yard lengths x 34 
ins. wide. 


ZINC PASTE AND 
ICHTHAMMOL BANDAGES B.P.C, 


These bandages contain 2 per cent ichthammol, 
They are indicated for eczematous conditions 
associated with leg ulceration, particularly when 
the eczema is of the weeping type. After 
application the paste never sets harder than its 
original spongy state, thus giving a resilient 
dressing over which an Elastocrepe or Elastoplast 
bandage may be applied to give firm elastic 
support. Ichthopaste is obtainable in 6 yard 
lengths x 34 ins. wide. An improved, ready-for- 
use Ichthopaste bandage is available to hospitals, 
but it is not prescribable on Form E.C.10, 


GOLA PASTE 


SMITH & NEPHEW PASTE BANDAGES ARE AVAILABLE ON E.C.1IO 


an 
set SMITH & NEPHEW LTD * WELWYN GARDEN CITY * HERTS 
product 


ZINC PASTE AND 
COAL TAR BANDAGES B.P.C. 


Coltapaste bandages are made from a light cotton 
fabric with non-fray edges and are thoroughly and 
evenly impregnated with a water miscible coal tar, 
zinc oxide, paste. Coltapaste is effective in the 
treatment of gravitational or varicose dermatitis 
and in the after-treatment of varicose ulceration in 
those cases where the skin has become dry and 
scaly. It is invaluable in the treatment of 
sub-acute dermatitis of the hands and in the 
treatment of occupational dermatitis. Coltapaste 
is obtainable in 6 yard lengths x 3} ins. wide. 
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Nidoxital 


CAPSULES 


_ make more mornings 
“good mornings” **\ jy, 
for patients with | 


nausea and vomiting 


of pregnancy 


Each capsule contains : 


Pyridoxine Hydrochloride 50 mgm. ‘ 
Nicotinamide B.P. mem. 
Benzocaine B.P. 100 mgm. 


Pentobarbital Sodium B.P. 15 mgm. 


\Ortho) 
Ortho Pharmaceutical Limited 
High Wycombe - England 
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WHEN ADJUSTMENT 
‘IS NECESSARY 


OROVITE 


High dosage Vitamin B complex for rapid 
restoration of Intracellular Metabolism 


The realization that vitamins of the B complex are co-enzymes in 
intracellular oxidations and phosphorylations has led to their 

use in high doses. Only by a raised concentration of these 

factors within the cell can disordered metabolic exchanges be 
rapidly restored to normal. Hence Orovite — elixir and tablets. 


ry] [ VITAMINS LimiTeD | (DEPT. 85) UPPER 


MALL, LONOON, W.6. 


PARENTROVITE : 

Massive dose of injectable B complex 
with vitamin C for restoring conscious- 
ness and rational behaviour in toxic 
states due to drugs and infective agents. 


BECOVITE & BEFORTISS: 


Two groups of preparations for intensive 
and maintenance therapy — combining 
the vitamin B complex in less massive 
concentrauions. 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 


bring relief to cases of 


arthritis and rheumatism 


N CASES OF soft-tissue rheumatism, and arthritic disorders, 
many doctors are tending more and more to regard 
Transvasin as an indispensable adjuvant to treatment. 

For Transvasin is composed of the esters, of nicotinic, 
salicylic and p-aminobenzoic acids. These esters readily pass 
the skin barrier in therapeutic quantities, and so enable an 
effective concentration of drugs to be built up where they 
are needed. * 

Transvasin not only induces vasodilation of the skin with 
a superficial erythema, but also brings about a deep hyper- 
aemia of the underlying tissues. It is non-irritant and can be 
safely used on delicate skins. 

It is now being widely prescribed, with successful clinical 
results. Since a very small quantity is sufficient for each 
application, the cost of treatment is extremely low. 


®Therapeutische Umschau 
Vill, 1952, 10, 143. 


Salicylic acid tetrahydrofurfuryl-ester... 14% 
9, 


Nicotinic acid 2% 
Nicotinic acid 2% 
p-Aminobenzoic acid ethyl-ester......... 2% 
Water-miscible cream base ad ......... 100% 


Transvasin is available in 1 oz. tubes, basic N.H.S. price 2/6 plus P.T., 
and is not advertised to the public. Samples and literature will be 
gladly sent on application. 


LLOYD-HAMOL LTD 


11 Waterloo Place, London, S.W.1. Tel. WHitehall 8654/5/6 
Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 


"+a “Thank you, doctor” 
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An inspired 


association 
Kemicetine 


The high solubility of Kemicetine Suc- 
cinate in water has made it possible to 
manufacture a preparation associating 
chloramphenicol with streptomycin, 
which can be administered parenterally. 
In Strepto - Kemicetine, the two anti- 
biotics exert a most valuable comple- 
mentary effect as well as one of si- 
multaneous potentiation, thus producing 
Streptomycin extremely good results, particularly in 
pertussis, brucellosis, staphylococcal 
infections, tubercular empyema and 


infections of the urinary system. 


STREPTO-KEMICETINE 


The first injectable 
association of 
chloramphenicol 

and streptomycin. 


CARLO ERBA 


= 
> 
> 
= 
=> 
S 
S 
= 
= 
= 
= 
— 
\ > 
— 
> 
— 
=> 
S = 
} 
SS 
: 4 : 
\\ 
\\ 
} 
\ Mp 
4, 
“4, 
y 
Yj, Gg Yj 
Yy ty 
=, 
> 
> 
= 
= 
. 
= ©) 
=> 
/ 


THE LANCET GENERAL ADVERTISER (Marcu 23, 1957 


THE LANCET] 


The 


ELECTRIC BLANKET X in the TUBE 


FINALGON =... 


OINTMENT 


Produces a glowing feeling of warmth 


which lasts for hours 
and relieves rheumatic pain 


Tube of 0g 


COMPOSITION : 
Nonylic acid vanillylamide 0.4 % and 


Nicotine acid-8-butoxyethyl ‘ester 
LEWIS LABORATORIES LTD.,LEEDS 9 


25% ina suitable ointment base. 
$073,E 
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How 


severe 


gastric irritant 


aspirin 
6 


FURTHER RESEARCH has now been done into the irritant effects of aspirin 
upon the gastric mucosa. A detailed report on this work appears under 
the heading “Aspirin and Ulcer” in the B.M.J., July 2nd, 1955. 

The summary of the discussion appended to this report is as follows: 


“Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


Here is a further extract from the report :— 
“In conclusion it is suggested that aspirin 
should never be given to patients with peptic 
ulceration, or indeed to those who have any 
gastric intolerance to it, however mild. Such 
an instruction should be given a prominent 
place in peptic ulcer advice charts, usually in 
place of much that could be safely left out. 
Some of these patients took aspirin on a full 
stomach only in powder form, with serious 


results, and, although this method almost 
certainly mitigates its irritant effects, it does 
not guarantee immunity. Calcium aspirin 
does not have this irritant action unless it has 
deteriorated through standing, and it can be 
used with impunity, especially if prescribed in 
soluble form. This simple measure would, 
in our opinion, cut down significantly, the 
incidence of haematemesis and exacerbations 
of ulcer symptoms.” 


SOLPRI N provides calcium aspirin in pure and stable form. 


co DIS is a compound tablet that provides codeine and phenacetin 


and calcium aspirin, in place of the ordinary aspirin in 


Tab. Codein. Co. B.P. 


Neither SOLPRIN nor CODIS is advertised to the public. 


RECKITT AND COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT. HULL) 
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dependable night worker 


Agarol Laxative Emulsion is usually called upon to do its work at night. And 
so it does, gently and dependably. By morning, its task — lubricating the 
faecal mass and stimulating peristalsis—is done. Bowel movement can 
occur easily and naturally. 

Agarol consists of highly emulsified mineral oil with phenolphthalein and 
agar-agar. It is pleasant to the taste and its gentle action makes it suitable 
for all ages. 

Active Constituents: Highly emulsified mineral oil; agar; pure white 
phenolphthalein. 

Packing: Agarol is available in bottles of 6 and 14 fl. oz. Dispensing bottle 
of 80 fl. oz. supplied to chemists. 


AGAROL 


Trade Mark 


WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4. 
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ALLERGY 


BENADRYL* —a pioneer in the field of anti- 
histamine therapy — successfully continues to 
counteract and moderate the effects of allergy. 
It brings relief to sufferers from hay-fever, 
vasomotor rhinitis, angioneurotic oedema and 
urticaria, and is also of value in skin affec- 
tions and pruritic conditions associated with 
allergy. The Parke-Davis range of BENADRYL 
products provides for oral administration, 
topical and ophthalmic application, and offers 
also a solution for injection where, in acute 
allergic conditions, rapid action is required. 
*Trade Mark 


Benadryl Capsules * Benadryl Ophthalmic 
Benadry! Elixir * Benylin Expectorant * Benadry! Cream 
Benadryl Emplets * Caladry! Cream and Lotion 
Bena-Fedrin Nasal Decongestant 


BENADRY 


a successful antihistamine 


Parke, Davis & Company, Ltd 


(Inc. U.S.A.) HOUNSLOW, MIDDLESEX 
Tel : Hounslow 2361 
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STREPOLIN 


TRADE MARK 


STABILISED INJECTION OF STREPTOMYCIN SULPHATE GLAXO 


* ready for immediate use 
* in 1 gm. and 5 gm. vials, 1 gm. cartridges 


* Strepolin ‘50° cartridges can be used in any 
commercially available disposable cartridge 
syringe. The cartridges may be aspirated. 


Also available, in vials only: 25°, (1 gram in 4cc.) and 33°, (1 gram in 3ec.). 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 
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Prednisolone 


A synthetic steroid closely related 
to Cortisone and Hydrocortisone 
but offering the advantages of :— 


* improved therapeutic ratio 
« fewer side-effects 
* increased potency. 


Delta-Stab 


Delta-Stab like all other Boots 
is available as corticosteroids, 
is entirely 


SCORED TABLETS OF I & § MG. British made 
CONTAINERS OF 30, I00 AND 500 ; 


Literature and further information gladly sent on request 
BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 
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IN OBSTETRICS 


Extract from the BRITISH MEDICAL JOURNAL 
February 23, 1957, p. 439. 


A report on a controlled clinical trial: 

“The continued use of senokot 
since the trial was completed 

has confirmed that it is a very 
satisfactory laxative for puerperal 
women. Its value during pregnancy 
is much more difficult to subject 

to clinical trial but it seems very 
satisfactory for this purpose. 

A few patients complaining of 
severe morning sickness have 
improved dramatically following the 


regular administration of senokot.” 


BASIC N.H-S. PRICES RETAIL PRICES 
(Tax free D.P.s) (ncluding Tax) 


GRANULES: 2 Ib, 184 2 oz, 2/7; 6 oz, 7/3 


STANDARDIZED SENNA 


SENOKOT is not advertised to 
the public, has no B.P. or 


TABLETS: 109, 144 50, 2/1; 200, 6/9 N.F. equivalent, and is freely 
prescribable under the N.H.S. 
Cost about a halfpenny a dose. 
WESTMINSTER LABORATORIES LTD., CHALCOT RD., LONDON, N.W.1 @® 
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In the treatment of peptic ulcer— 
safe, simple, effective, 
without side effects 


NULACIN 


provides milk-alkali drip therapy 


A most effective control of gastric acidity is by milk-alkali drip therapy; the 
most convenient way of obtaining milk-alkali drip therapy is by sucking 
Nulacin tablets. 


peptic ulcer in the ambulatory patient 


Nulacin is of great value in the treatment of peptic ulcer in the ambulatory 
patient, and in the prevention of ulcer relapse. 


clinical trials in three continents 


Extensive clinical work has confirmed the claims made for Nulacin. References 
to some studies appear below. Other references will be given on request. 
Nulacin tablets are not advertised to the public, have no B.P. equivalent and 
may be prescribed on E.C.10. The dispensing pack of 25 tablets is free of purchase 
tax. Basic price to N.H.S. is 2/-. Also available in tubes of 12. 
Nulacin is available throughout the British Commonwealth, in the U.S.A., 
and in many other countries. It is known as Nulactin in Canada and Sweden. 


«4 HORLICKS LIMITED 


Pharmaceutical Division, Slough, Bucks. 


SELECTED REFERENCES 
Antacids, The Practitioner, January, 1957, 178: | Further Studies on the Reduction of Gastric 
43 Acidity, Brit. Med. Jey 23rd January, 1954, 1: 


Antacids in Peptic Ulcer, The Practitioner, Jan- | '8*1*4 
1936, B76: 105 Clinical Investigation into the Action of Ant- 


acids, The Practitioner, July, 1954, 173: 46 
Ambulatory Continuous Drip Method in the a 
Treatment of Peptic Ulcer, Amer. J. Dig. Dis., | The Control of Gastric Atidity, Brit. Med. J., 
March. 1955, 22: 67-71 26th July, 1952, 2: 180-182 
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For respiratory infections, to which children and old 
people are particularly prone, ‘S-mez’ Oral 


Suspension is a safe, effective and convenient remedy. 
S=MEZ? is short for ‘Sulphamezathine’ 
Trade Mark (Sulphadimidine B.P.) 


IMPERIAL CHEMICAL INDUSTRIES LIMITED fICT1Y 
PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE — 


Ph. 699 
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‘Facts his doctor 


told... 


Retired for the last three years, the 
patient complains that he’s unable to 
keep pace with his gentle present-day 
routine. ‘Says he’s always tired ... can’t 
understand it as he’s always been so 
active for his age. He doesn’t say how- 
ever that since his wife died, he’s lost 
interest in his food . . . his attention to 
diet has been lacking and regular meals 
have been replaced by casual snacks. 
GEVRAL Geriatric Vitamin—Mineral 
Supplement was evolved to enable doc- 
tors to treat just such patients—to pro- 
vide a balanced ration of essential 
nutrients in the simplest form. The usual 
dosage is one capsule daily—and the 
GEvRAL formula is so comprehensive 
that this routine provides effective all- 
round supplementation. Indeed, for 
many elderly patients the result is a 
~ gratifying return of general well-being 
—and the rediscovery that life is worth 
living! 


another member of the 


LEDERLE VITAMIN RANGE 


GEVRAL* 


Capsules 
Geriatric Vitamin— Mineral Supplement 


Each capsule contains : 

Vitamin A 5,000 1.0. 
Vitamin D (viesterol) 6001.0, 
Vitamin By. as present In 
concentrated extractives 

from streptomyces fer- 
mentation 1 microgram. 
Thiamine monenitrate (B,) mg. 
Riboflavine 5 mg. 
Niacinamide 15 mg. 
Folle Acid 1 mg. 
Pyridoxine HCI (Bg) 0.5 mg. 
Calcium pantothenate 5 mg. 
Choline dihydrogen citrate 100 mg. 
Inositol 50 mg. 
Vitamin E 10 Units 


lodine (as Kl) 

Calolam (as 145mg. 
Phosphorus (as CaHPO,) 110 mg. 
Boren 0.1 mg. 
Copper (as Cu0) 

Fluorine (as CaFy) 

Manganese (as Mn0,) 

Mangnesium (as Mg0) 

Potassium (as K,S0,) 

Zine (as 


LEDERLE LABORATORIES DIVISION Cyanamid oF crear LTB, London C Lederle 
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to live in freedom... 


Treatment with EPANUTIN gives four out of five epileptics 

the freedom to live a normal life. It enables them to work as others 
do and to enjoy pleasures normally beyond their reach. It 

prevents or greatly decreases the severity of the patient’s 

seizures with minimal hypnotic or narcotic effects. In cases where 
an added sedative effect is necessary 
EPANUTIN & PHENOBARBITONE 
is an effective combination. 

Epanutin & Phenobarbitone capsules 

containing 0.1 g. (14 grains) Epanutin ( phenytoin 
sodium) with 0.05 g. (} grain) phenobarbitone 


may also be usefully employed in the transition from 
phenobarbitone to Epanutin. 


EPANUTIN 


@ Epanutin Capsules (1} grs.) 
and. Epanutin with 
Phenobarbitone Capsules 
are obtainable in bottles of 
100 and 1,000. 


“We _— PARKE, DAVIS & Company, Limited (inc. U.S.A), Hounslow, Middlesex. Tel.: Hounslow 2361 
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PREDICTABLE ANTACID THERAPY 


4 


MM 


PRODEXIN 


| rapidly relieves gastric pain 

2 safely buffers excess acid 

3 non-alkalising 

4 non-constipating 

5 stable, consistent and predictable 


Prodexin tablets provide the advantages of alumina buffer therapy without 
its disadvantages. The tablets are pleasant to take and when slowly sucked provide 
antacid control comparable with that obtained by drip therapy. Prodexin, however, 
does not aggravate acid secretion. 


PRODEXIN Cartons of 3 singly 
wrapped tablets. 
Dihydroxy aluminium aminoacetate...o-9 gm. 
Magnesi o-I gm. ispensing packs & 
a - of 240 tablets (basic 


N.H.S. cost 30/4d.) 


L. BENCARD LTD - PARK ROYAL - LONDON - N.W.10. 
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Hydrochloride 
Tetracycline WC 
Crystalline 
CAPSULES 
See encioned 
"Trade Mark 
Dare 


dispelling the element of doubt 


TODAY—with so many antibiotics available—it is always sound practice to 
specify ACHROMYCIN by name whenever true broad-spectrum activity is de- 
sired. In this way you are completely assured that the patient receives 
precisely the treatment you intend. Offered now in no less than fourteen 
presentations, ACHROMYCIN tetracycline is particularly widely used in capsule 
form. On every capsule appears the name Lederle—your finest assurance of 
consistent antibiotic potency and unfailing dependability. 

Capsules of 50 mg.—in vials of 25 and 100, Capsules of 250 mg.—in vials of 16 and botties of 100 and 1000 


ACHROMYCIN 


*REGD, TRADE MARK TETRACYCLINE 


Also available in the following forms: Ear Solution + Intramuscular - Intravenous - Ointment 3°, ~- Ointment 
(Ophthalmic) 1% - Ophthalmic Powder Sterilized - Oral Suspension - Liquid Pediatric Brops 
SPERSOIDS* Dispersible Powder Soluble Tablets - Syrup Tablets Troches 


LEDERLE LABORATORIES DIVISION 


id OF GREAT BRITAIN LTD., London. wC2 
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During the past twenty-five years Di-sipidin has 


become widely recognised in the treatment of diabetes insipidus 


and now, recently published clinical trials * 


have pointed to its value in the control of adolescent and adult 


cases of nocturnal enuresis. Di-sipidin is a standardised preparation of 


the posterior lobe of the pituitary gland, specially 


made for use by nasal insufflation. 


* References: 1 B.M.J. (1954) 11, 143334 (1954) B.M.J. 1, 1038. 
3 (1955) B.M.J. 1, 1194. 


PAINES & BYRNE LTD., 
PABYRN LABORATORIES, 
GREENFORD, MIDDX. 
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SMITH & NEPHEW 


Armamentarium against tuberculosis 


PYCAZIDE is the Smith & Nephew name for isoniazid. 
PYCAZIDE syrup (blackcurrant flavoured) is available to permit 
greater flexibility of dosage than is possible with PYCAZIDE tablets, 
and is particularly suitable in the treatment of children. One tea- 
spoonful is approximately equivalent to 20 mg. of isoniazid. 


P.A.S. and isoniazid are combined in PYCAMISAN cachets in 
five different strengths enabling “made to measure” dosage to be 
prescribed with the icast waste of time and effort. PYCAMISAN 
cachets are practically tasteless and easy to swallow and their use 
offers distinct advantages in domiciliary treatment of tuberculosis. 


‘PARAMISAN SODIUM’ is the sodium salt of P.A.S. 
(sodium aminosalicylate B.P.). It is recommended in the combined 
chemotherapy of all the forms of tuberculosis. It is rapidly absorbed, 
rapidly excreted, and of low toxicity. 


The cachet form of ‘PARAMISAN SODIUM’ (‘PASHETS’) 
makes oral dosage possible without any unpleasant taste in the mouth. 
Twelve cachets provide a day’s requirements of the drug. 
*“PARAMISAN SODIUM’ is also available in tablet form and 
in ampoules for local or intrathecal injection. 


Wherever P.A.S. is indicated THERAPAS (calcium 4-benzamido- 
salicylate) may be used. It is better tolerated by the patient and has a 
slightly sweet, not unpleasant taste. THERAPAS is as effective as 
P.A.S. in delaying the emergence of streptomycin resistance. Its value 
in the treatment of genito-urinary tuberculosis is well established. 


THERAZID is a convenient combination of ‘“Therapas’ and 
‘Pycazide’. For domiciliary treatment in particular THERAZID is 
the drug of choice. Patients complaining of gastro-intestinal upset 
and monotony of dosage of P.A.S. and isoniazid therapy will be 
happier and more co-operative on THERAZID. Available as 
powder or cachets. 


As an alternative to isoniazid NUPASAL-213 (o-hydroxybenzal 
isonicotiny! hydrazone) may be used in cases which have already 
exhibited toxicity to isoniazid, for the toxicity of NUPASAL-213 is 
virtually nil. 


Dosages and presentations of any or all of these drugs will gladly be 
sent On request as space does not permit those details to be given in 
this advertisement. 


products SMITH & NEPHEW LTD + WELWYN GARDEN CITY - HERTS 
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In emergency 


Whenever the prompt 
administration of whole blood 
is precluded or when the delay 
necessitated by even a modified compatibility 
test is too long—safe, effective blood 
volume restoration can be provided 
immediately with INTRADEX. 

Even in a hospital of some size therefore, 
where blood is available, Intradex may prove 
of considerable value in tiding a patient 
over a crisis. In small hospitals with 
no facilities for storing blood, or those 
situated at some distance from Blood 
Transfusion Centres, Intradex is a wise standby. 


* Intradex can be administered without 
preliminary cross-matching, thus 
achieving a vital saving of time. 


*The effect of Intradex in increasing blood 
volume is the same as that of plasma. 


* Intradex presents DEXTRAN in two forms— 
in normal saline . . . in aqueous solution. 


*It can be stored almost indefinitely 
under normal conditions. 


* I]t is sterile, non-pyrogenic 
and non-toxic. 


INTRADEX blood volume restorer 


Trade Mark In bottles of 540 cc. 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX, ENGLAND 
Subsidiary Companies and Agents in most countries. 
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Must breast feeding 
be avoided ? All too often the answer is yves— 
then Mixogen suppresses lactation and 
relieves jbreast engorgement without secondary breast filling, 
withdrawal bleeding or interference with uterine 
involution. The combination of oestrogen and androgen 
in Mixogen does this with minimal dosage becaust the milk 
suppressive effects of the hormones are complementary, 


whereas their uterine effects are antagonistic. 


MIXOGEN 


OESTROGEN—ANDROGEN SYNERGY 


i Dosage: 2 tablets three times a 
; day for 5 days, followed by | tablet 
three times daily for 5 days. 


Each tablet contains : 
Ethinyloestradiol B.P. 0.0044 mg. 
Methyltestosterone B.P. 3.6 mg. 


Tubes of 25 — Bottles of 100. 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, Telephone: TEMple Bar 6785/6/7, 0251/2. 
LONDON, W.C.2 Q Telegrams : Menformon, Rand, London. 
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‘Hydroderm 


TRADE MARK 


TOPICAL OINTMENT 


HYDROCORTISONE, 
NEOMYCIN AND BACITRACIN 
IN AN EMOLLIENT BASE 


Many conditions which have previously 
failed to respond to either hydrocortisone 
or antibiotics alone, do so when these 


substances are used in combination.? 


“HYDRODERM’ is indicated in allergic 


skin lesions such as: 


seborrhoeic dermatitis 


infantile eczema adult eczema 
insect bites otitis externa 
contact dermatitis intertrigo 


pruritus with lichenification - 


and similar eczematoid conditions especially 


when secondary infection is present 


*“ Advances in the Treatment of Skin Diseases” 
“The Practitioner”, October 1955 


for 


effective 

safe 

steroid |antibiotic 
treatment for 


dermatoses 


If you are not already 

aware of the advantages 

of ‘Hydroderm’ 
(hydrocortisone, neomycin 
and bacitracin, in an 
emollient base), please ask 
for literature and professional 


package for clinical trial. 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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New ANTIBIOTIC 
for LOCAL USE 


RS 


KS 


dd 


SOFRAMYCIN 
OINTMENT 


(1.5% of Soframycin in 15G. tubes) 


Remarkabl 
y PROTEUS VULGARIS 


STAPHYLOCOCCI 
| PSEUDOMONAS PYOCYANEA 


effective against 


Resistance has never been observed in the many strains of 


staphylococci isolated from humans including those resistant to 


other antibiotics. 


SENSITISATION to Soframycin has 


never been reported clinically, and 
ROU SEL tissue tolerance to it is excellent. 
Soframycin is soluble in water, and is 


extremely stable in aqueous solution at 


SSS SS, 
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“, .. a major triumph of the biochemists ” 


SYNTOCINON 


synthetic oxytoein 


(already well known to research workers as “* OTS 68"') 


“* Both groups of investigators have been able to confirm 
that there are no qualitative or quantitative differences 
between this preparation and the highly purified natural 
hormone, and they agree on the absence of undesirable 
side-effects.” 


Brit. med. J. (1956) J, 1159 


Supplies of Syntocinon are now freely available 


Ampoules of 5 units in 0.5 ml. 
Boxes of 6, 50 and 100 
(Hospital Prices 4/9, 34/8, 67/7) 


Ampoules of 2 units in 2 ml. 
Boxes of 6 and 30 
(Hospital Prices 3/7 and 15/11) 


Literature and samples on request 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1 


| 
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A DER 


the newest proven modification of PAS for safe, acceptable, convenient and 
therapeutically reliable performance in combined regimens with Isoniazid. 


B-PAS (Wander), 4-benzoylamino-2-hydroxybenzoate, first introduced by our . 
Research Laboratories in 1948, is an acknowledged contribution to tuber- 


culotherapy. 
ADVANTAGES 


CALCIUM B-PAS (Wander) is virtually insoluble. 

It provides high blood levels of extended duration. 

It is practically tasteless. 

It is well tolerated and best suited for domiciliary use. 


MULTIPLE PRESENTATION FOR COMBINED REGIMENS 
CALCIUM B-PAS (Wander) is available as such in two convenient forms: 
Powder and Cachets. Content in each form is ranged so that the daily regimen is 
simplified. The 3.5 g. Powders taken with a draught of water or milk are especially 
acceptable. For combined regimens of B-PAS and INAH, ‘B-PASINAH’ 
Powders and Cachets according to preference supply the advantage of concurrent 
therapy in readily acceptable form which practically ensures the patient’s 
co-operation in carrying out instructions. 


PACKINGS 
CALCIUM B-PAS 


Powders: Tins of - and 500 x 3.5 . envelopes 
Cachets: ,, ,, 80and 400x 1.0 
Sodium B-PAS kivetnder) also available i 1.5 g. Cachets 


*B-PASINAH? (B-PAS plus Isoniazid) 
Powders: Calcium B-PAS aS 
Isoniazid .. mg. 
Tins of 150 and 500 
Cachets: Calcium B-PAS pene 1 g. 
Isoniazid ... 25 mg. 
Tins of 100 and 500 
Full Abstracts from Literature on B-PAS, also details of institutional quantities and prices sent on request. 


*‘PASINAH’ Cachets of 1.5 g. Sodium PAS and 17, 25, 33 or 50 mg. Isoniazid also available. 
Tins of 100 and 500 


All Wander tuberculostatic products are obtainable from usual pharmacists or direct from 


A. WANDER LIMITED 
42 Upper Grosvenor Street, Grosvenor Square, London W.1 
CANADA: A. Wander Ltd., Peterborough, Ontario. AUSTRALIA: A. Wander Ltd., Devonport, 
Tasmania. NEW ZEALAND: A. Wander Ltd., a INDIA: Khatau Valabhdas aN 


Indian Globe Chambers, Fort Street, Fort, Bombay, . PAKISTAN: Grahams Trading 
(Pakistan) Ltd., P.O. Box. 30, Karachi. CEYLON: A Baur & Co. Ltd., Colombo. 
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To Relieye Congestion... 


is not an easy problem where traffic is 
concerned but when congestion is present 
in the upper respiratory tract, particularly 
when it is associated with the common cold, 
Piriex provides the simple and effective 
answer. Piriex relieves congestion, alleviates 
sneezing and lachrymation and gives wel- 
come relief in common seasonal catarrhs 
of the respiratory tract including bronchitis, 
and broncho-pneumonia. 


PIRIEX 


Trade Mark 
(Formerly knewn as Piriton Expectorant Linctus) 
Each teaspoonful of Piriex contains 2 mg. Piriton 
(chlorpheniramine) maleate, 100 mg. ammonium 
chloride B.P. and 44 mg. sodium citrate B.P. Sup- 
plied in bottles containing 4 fluid ounces and 2 litres 


CS57/43/44 


ALLEN & HANBURYS LTD+- LONDON-: E-2 


TELEPHONE: BISHOPSGATE 320! (20LINES). TELEGRAMS: “GREENBURYS, BETH, LONDON” 
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* Pentoxylon "— combining two effective y 
and reliable agents, *‘Rauwiloid’ and ** Reduces tachycardia 


P.E.T.N. in one tablet— provides a 
more comprehensive therapy for angina Inc. TeASES EXECISE 
pectoris than has hitherto been possible tolerance 

using a single preparation. * Rauwiloid’ 

—a purified and standardized alkaloidal 
extract of Rauwolfia serpentina— has 7 Reduces nitroglycerin 
pronounced tranquillizing, bradycardic needs 

and stress-relieving properties; P.E.T.N. 

(pentaerythrityltetranitrate) is a power- *k Allays apprehension 


ful, long-lasting coronary vasodilator. ° 
and anxiety 
*Pentoxylon’ not only relieves the 


coronary spasm, but helps to prevent 3% DLowers blood pressure 
attacks — reducing the apprehension of h h d 
Rf the patient living in dread of the next when this ts raise 
e onset of pain, and so checking the cycle 


at its commencement. 


Each ‘ Pentoxylon’ tablet contains Rauwiloid’ 
RIKER 1 mg. and P.E.T.N. (pentaerythrityltetranitrate) 


10 mg. The usual dose is one tablet four times 
daily always before meals. Up to eight tablets 
daily are well tolerated. 


Descriptive literature will be supplied on request. 


* Rauwiloid’ and‘ Pentoxylon’ are registered trade-marks. Regd. Users; 


RIKER LABORATORIES LIMITED 


LOUGHBOROUGH LEICS. 
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‘CORTISPORIN’ 
kills the bacteria of 
surface infections 


This new ointment contains bacitracin, 
neomycin and polymyxin B sulphate. 
It has a wider range of activity than 
any single antibiotic, destroying gram- 
positive and gram-negative organisms, 
including Ps. pyocyanea, proteus and 
staphylococci. Bacterial resistance or 
skin sensitisation are unlikely with 
*Cortisporin ’; nor does it induce cross- 
resistance or cross - sensitisation to 
penicillin or other antibiotics. It often 
succeeds where other antibiotics fail. 
*Cortisporin ’, by virtue of its other 
constituent, hydrocortisone, also reduces 
inflammation. 

For further information please apply 
to BURROUGHS WELLCOME & CO., 
The Wellcome Building, Euston Road, 
London, N.W.1. 


‘Cortisporin’ OINTMENT 


Issued in collapsible tubes of 10 gm..: 
with nozzle for economical use, 


BURROUGHS WELLCOME & CO. (tie Weiicome Foundation LONDON 
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Just common 


Sense 


It is an old saying that one does 
not use a sledgehammer to crack 
a nut and the import of this 
simple statement applies equally 
to the use of modern drugs. It is 
unwise, for instance, to use 
powerful antibiotics in the treat- 
ment of infections which are just 
as effectively controlled with 


sulphonamides. Such injudicious 


therapy may result in systemic 


fungal infections, sensitization 
reactions, or the development of 
resistant strains of organisms and 
may preclude the use of these 
valuable antibiotics on occasions 
when their use is more specifically 
indicated. It is as well therefore 
that the sulphonamides be em- 


ployed first whenever an infec- 


An MGB brand Medical Product 


piaraiscvrors: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD 
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tion is known to be or is likely to be 


susceptible to these drugs, and to 
keep the more expensive and more 
powerful antibiotics in reserve to 
crack the harder “nuts”’. 


Detailed information is available on request. 


SUPPLIES: 
0-5 gramme tablets and as a suspension. 
Each tablet or 3-6c.c.(approx. | teaspoonful) 
of suspension contains: 


Sulphathiazole ............... 0-185 gramme 
Sulphadiazine.............+...- 0-183 gramme 
Sulphamerazine ............... 0-13 gramme 


MANUFACTURED BY 


MAY & BAKER LTD 


MA3905 


DAGENHAM ESSEX 


THE SULPHONAI IDE PREP RATION OF °CHOICE 
| 
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THROMBOPHLEBITIS FOLLOWING 
INTRAVENOUS INFUSIONS: TRIAL OF 
PLASTIC AND RED RUBBER GIVING-SETS 


REPORT TO THE MEDICAL RESEARCH COUNCIL 
BY A SUBCOMMITTEE* OF THE COUNCIL’S BLOOD 
TRANSFUSION RESEARCH COMMITTEE 


THROMBOPHLEBITIS is a common complication of 
continuous intravenous infusions and, though rarely 
dangerous, may cause the patient much pain and dis- 
comfort. Recent reports, summarised in table 1, show 
that when infusions given through standard National 
Blood Transfusion Service sets are continued for more 
than twelve hours the incidence of thrombophlebitis is 
over 50%. 

In 1953 the frequent occurrence of thrombophlebitis 
after intravenous infusions was considered by the Blood 
Transfusion Research Committee of the Medical Research 
Council. The work of Handfield-Jones and Lewis (1952) 
had shown that the incidence of thrombophlebitis varies 
with the type of rubber tubing used in the making of 
intravenous drip sets. Pure latex rubber tubing was 
associated with the lowest incidence. It was decided to 
carry out tests with sets made of plastic tubing as it 
seemed likely that this tubing would be associated with 
a lower incidence of thrombophlebitis. As soon as a 
plastic set manufactured in Britain became available, 
a subcommittee was formed to carry out the tests, and 
the present report summarises the findings of this 
subcommittee. 

Methods 


The Plastic Transfusion Set 

The tubing of the set used in the trials was made of 
polyvinyl chloride with added ‘‘ plasticiser’’ and 
‘‘ stabiliser.” The set consisted of a nylon piercing- 
needle, a filter-chamber with a nylon mesh filter, a drip- 
chamber, a length of plastic tubing (approximately 
6 feet) terminating in a short length (3 in.) of latex rubber 
tubing, and an adapter fitting into a needle or cannula. 


TABLE I—INCIDENCE OF THROMBOPHLEBITIS FOLLOWING 
INTRAVENOUS INFUSIONS LASTING MORE THAN 12 HOURS, 
ADMINISTERED THROUGH BLOOD-TRANSFUSION SERVICE RED 
RUBBER GIVING-SETS 


Thrombo- 
phlebitis 
NOLO avo 
Article eases reaction 
No.of % of 
cases total 
Bolton c ‘arte r 1951a 32 11 21 66 
Handfield-Jones and = wis 1952 . 54 17 37 68 
Page et al. 1952 . : 29 10 19 65 
Jones 1954. 26 7 19 73 
Present series 19: 56 . 84 105 56 


The set was used in conjunction with a special rubber 
bung incorporating an air inlet valve. 

Sterility, pyrogen, and toxicity tests carried out on 
sample sets were all negative. 


Thrombophlebitis Trial 
The particular object of the subcommittee was to 
ascertain the incidence of thrombophlebitis when the 


*The members of the subcommittee on trials of plastic 
transfusion equipment were: Dr. P. L. Mollison (chairman), 
Brigadier G. T. L. Archer, M.R.c.P.1., Mr. P. Armitage, 
PH.D., Dr. J. M. Barnes, Mr. J. F. Bolton Carter, F.R.c.s., 
Prof. A. M. Boyd, F.R.c.s., Dr. J. P. Bull, Dr. R. J. 
Drummond, Mr. H. Dudley, F.R.c.s., Surgeon Commander 
P. W. Edmondson, m.R.c.s., Dr. R. M. Gordon, Prof. 
J. B. Kinmonth, F.x.c.s., Dr. H. B. M. Lewis, Dr. W. d’A. 
Maycock, Dr. J. P. Payne, Group-Captain W. P. Stamm, 
F.R.c.P., Dr. G. Tovey, and Mr. P. F. Jones, F.R.c.s. 
(secretary). The present report was prepared for the 


subcommittee by Dr. Armitage and Mr. Jones. 
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set was used for continuous intravenens infusions. It was 
decided to make a direct comparison between plastic and 
red rubber giving-sets as this would at once give a 
standard of comparison for the results and also eliminate 
the influence of unknown factors which might operate 
with different techniques in different hospitals. The red 
rubber sets used in this trial were those being supplied 
in 1956 by the National Blood Transfusion Service. 
Seven hospitals took part in this trial. Several methods 
were used to ensure random use of a rubber or plastic 


TABLE II—-FREQUENCY DISTRIBUTION OF LENGTH OF INFUSION 
AT EACH CENTRE FOR THE TWO TYPES OF SET * 


Length of infusion (hours) 


Centre 


0-11 12-13-23 24-47 | OF 
Plastic Ss 2 0 2 6 13 6 
R.LE. 2 15 9 8 5 
¥ 1 0 2 14 15 
, 0 0 2 3 17 
3 2 2 3 
0 0 6 1 0 
Total ; 33 63 67 7; 
H. + 1 8 36 22 14 
Rubber  * 0 3 7 6 9 
R.LE. 0 8 “4 
s. 1 0 2 9 20 
M. 0 0 1 7 i4 
R.1.M. 0 0 2 4 1 
B 0 0 1 4 0 
Total 2 19 57 66 66 


* The various centres participating in the trial are indicated by 
initial letters: H.=Hammersmith Hospital ; 
St. Thomas’s Hospital; R.I.E. = Royal Infirmary, 
S. =Southmead Hospital ; M. = Middle = Hospital ; R.1.M, = 
Royal Infirmary, Manchester; B. = Birmingham Accident 
Hospital. 
set. Thus, in one hospital, the choice of set depended 
on the day of admission, in other hospitals it depended 
on whether the patient’s hospital number was odd or 
even, and in others the type of set was alternated between 
consecutive cases. When a patient received more than 
one infusion, only the results of the first were included. 
Workers in the ‘‘ thrombophlebitis trial ’’ also reported 
on the performance of the set, and further reports were 
obtained from 13 other civil and many service hospitals. 
These reports, totalling over 700, have been used in 
working out a revised design. Plans for the manufacture 
of this modified set are going forward, but the set is not 
yet in production. 


Recording of Results 

Infusions were set up in the ordinary way by housemen 
and registrars. In each centre one, or at most two, 
individuals undertook to make all observations and these 
were recorded on a special card. The details noted were 
the times at which the infusion was begun and discon- 
tinued, the type of needle or cannula used, the site and 
method of insertion into the vein, and the nature and 
amount of fluid or fluids given. Detailed information 
was sought on the local reaction to the infusion. This 
was assessed by measuring the length of vein thrombosed 


TABLE III-—FREQUENCY DISTRIBUTION OF REACTION WITH THE 
TWO TYPES OF SET, FOR INFUSIONS LASTING MORE THAN 
12 HOURS 


Plastic Rubber 
Reaction 

No % No. % 
9 5 25 13 
s 23 13 39 21 
M 25 14 41 22 
Oo 123 68 84 44 
Total 100 189 100 

M 
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or inflamed. The presence of any perivenous edema and 
the degree of tenderness were also recorded. This method 
of recording has allowed the results to be divided into 
four categories, as follows : 
reaction, or 
inflammation. 
““M.”’——Mild reaction, with less than 3 in. of vein inflamed. 
““§ Severe thrombophlebitis, affecting 3 to 6 in. of vein. 
“$+ ’’—Extensive thrombophlebitis, affecting more than 
6 in. of vein. 


painless thrombosis without 


Results 


428 cards were suitable for analysis. A further 24 
record cards were found to be unsuitable either because 
the infusion had been given into a great vein, or because 
insufficient details were supplied, or because the patient 
had died before the results of infusion could be assessed. 

The durations of the infusions in the 428 cases suitable 
for analysis are set out in table 11. In 52 cases the infusion 
lasted for exactly twelve hours, and in 7 for less than 
twelve hours. Since thrombophlebitis did not occur 
among these 59, they are not considered further in this 
paper. Table 1m shows that approximately the same 
number of infusions lasting from thirteen to forty-seven 
hours were given through plastic and rubber sets, but that 
rubber sets were used a little more commonly for infusions 
lasting forty-eight hours or more: this is presumably 
due to chance. A review of the record cards shows that 
blood, normal saline, and either 4:3% dextrose with 
0-:18% saline or 5% dextrose were given to almost all 
patients. There was no significant difference in the nature 
or amount of fluid given to the patients in the two series. 
Very few patients received blood only, so it is not pos- 
sible to compare the incidence of thrombophlebitis 
in patients receiving blood-transfusions with that in 
patients receiving only crystalloid solutions. 

The distribution of reactions for each type of trans- 
fusion equipment, in infusions lasting more than twelve 
hours, is shown in table 11. The proportions of positive 
reactions (adding together the categories S+-, S, and M) 
are 57 out of 180 (32%) for the plastic sets and 105 out 
of 189 (56%) for the rubber sets. The difference (24%) 
between these two percentages has a standard error of 
5% and is thus highly significant. The probability of 
exceeding this difference by chance is less than 10-5. The 
proportions of very severe and severe reactions (S+ 
and 8) are 32 out of 180 (18%) for the plastic sets, and 
64 out of 189 (34%) for the rubber sets. The difference 
between the two percentages is 16% with a standard 
error of 5%, a value significant at a probability of Jess 
than 10-, 

Thus there can be no doubt that in the centres taking 
part in this trial, and for the types of infusion performed, 
use of the plastic sets on the average considerably 
reduced the incidence of thrombophlebitis. 

It is of some interest to examine the results separately 
for each centre and for various lengths of infusivn, 


TABLE IV—-FREQUENCY DISTRIBUTION OF REACTIONS WITH 
THE TWO TYPES OF SET, AT DIFFERENT CENTRES, FOR 
INFUSIONS LASTING MORE THAN 12 HOURS* 


Centre 
_ Reaction Total 

H. | 8t.T.| R.I.E. 8. | M. B 
S+ 0 0 3 1 0 0 
Plastic 8s 1 2 4 9 7 0 0 23 
5 10 2 ay 4 0 0 25 
oO 60 8 16 15 «10 7 7 123 
Total 66 25 22 31 22 | 7 7 | 180 
Ss 9 2 3 7 0 0 25 
Rubber Ss 14 6 5 5 8 1 0 39 
M 8 8 5 10 6 4 U 41 
Oo 41 4 18 1 1 2 ) 84 
Total 72 22 30 31 622 7 5 189 


» footnote to Table m. 
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TABLE V-—-FREQUENCY DISTRIBUTION OF REACTIONS WITH 
THE TWO TYPES OF SET FOR VARIOUS LENGTHS OF INFUSION 


Length of infusion (hours) 


Reaction 13-23 24-47 48 or more 
Total 
No % No % No. % 
8+ 0 0 3 4 6 12 9 
Plastic 8s 2 3 9 13 12 24 | 23 
M 6 10 13 19 6 12 25 
55 87 42 63 26 52 | 123 
Total 63 100 67 99 50 | 100 180 
8 + 2 4 9 14 14 21 25 
Rubber Ss 9 16 9 14 21 32 39 
M t 7 18 27 19 29 41 
Oo 42 74 30 45 12 18 | 84 


66 100 66 | 100 189 


Total 57 101 
Tables 1v and v show the distributions of reactions 
subdivided by centre and length of infusion respectively. 
Table tv shows that the incidence and severity of thrombo- 
phlebitis, with either set, varied considerably from one 
centre to another, and also that evidence for the 
superiority of the plastic set is very strong in some 
centres but lacking in others. In a further analysis, the 
incidence of thrombophlebitis for the two sets at each 
centre was compared, allowance being made for possible 
differences in the lengths of infusions with the two sets. 
(In this calculation the Manchester and Birmingham 
centres were pooled because of the small numbers 
involved.) The plastic set gave a significantly lower 
incidence of thrombophlebitis than the rubber (at the 
5% level of significance) at Hammersmith and the 
Middlesex Hospitals, and in the pooled results from 
Manchester and Birmingham. In no centre was the 
rubber set significantly better. 

Similarly, table v shows that the incidence and severity 
of thrombophlebitis increased appreciably with the 
length of infusion, for each set, and that the superiority 
of the plastic set is apparent in each of the three length- 
of-infusion groups. A further analysis, allowing for the 
different incidence at each centre, confirms that the 
contrast between the two sets reaches the 5% level of 
significance for each length of infusion. 


Discussion 


This trial again shows the high incidence of thrombo- 
phlebitis when prolonged intravenous infusions are given 
through red rubber sets. It also provides clear evidence 
that the incidence of thrombophlebitis is much lower 
when plastic tubing is used. The fact that the incidence 
of major thrombophlebitis (categories S and 8+) was 
nevertheless as bigh as 18% when plastic tubing was used 
calls for some comment. Most of the patients in this 
trial received autoclaved glucose solutions which are 
known to be acid (Todd 1951); many patients also 
received injections of drugs into the tubing of the sets. 
It may well be that both these factors cause some injury 
to the veins. It would thus be unwise to conclude that 
the cases of major thrombophlebitis following infusions 
through plastic tubing were necessarily due to harmful 
substances contained in the tubing. 

The work of Bolton Carter (1951b) firmly established 
the importance of the period of infusion in influencing 
the incidence of thrombophlebitis. The present observa 
tions confirm this finding and show that in infusions 
lasting twelve hours or less the incidence of thrombo- 
phlebitis is negligible. 

Summary 

The incidence of thrombophlebitis following long- 
continued intravenous infusions has been assessed in two 
series of recipients. In one series the infusions were 
given through red rubber sets, as supplied by the National 
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Blood Transfusion Service; in the second series the 
infusions were given through sets made of plastic. In 
other respects the two series were closely comparable. 
In the series in which plastic tubing was used, the 
incidence of thrombophlebitis was approximately half of 
that in which red rubber tubing was used. 

The subcommittee wishes to express its thanks to all those 
physicians and surgeons who readily gave permission for this 
trial to be conducted in their wards. The plastic set used in 
this trial was developed and manufactured by Messrs. Capon 
Heaton & Co., of Birmingham. Their representative, 
Mr. A. Boot, gave the members of the subcommittee great 
assistance in the design of the set and they record their 
appreciation of his ready help. 


REFERENCES 


Bolton Carter, J. F. (1951a) Personal communication. 

— (1951b) Lancet, ii, 20. 
Handfield-Jones, R. P. C., Lewis, H. B. M. (1952) Ibid, i, 585. 
Jones, P. F. (1954) Ibid, ii, 970. 
Page, B. H., Raine, G., Jones, P. F. (1952) Ibid, ii, 778. 
Todd, R. M. (1951) Ibid, i, 982. 


FRACTURES OF THE FEMORAL NECK 
REVIEW OF MANAGEMENT AND RESULTS 


D. B. Murray 
L.R.C.P.E., D.A. 
REGISTRAR, DEPARTMENT OF ANASSTHESIA 


Stuart YoOuNG 
M.A. Camb., M.B. Glasg., F.R.F.P.S. 


SENIOR REGISTRAR, DEPARTMENT OF SURGERY, 
SOUTHERN GENERAL HOSPITAL, GLASGOW 


Tuis is a review of the 204 recent fractures of the 
femoral neck admitted to the general surgical unit of 
the Southern General Hospital, Glasgow, in 1948-55. 

There was no selection of cases, many being directed 
to the hospital by the local admission bureau. Patients 
were admitted from their own homes, from local lodging- 
houses, from a geriatric home, from a local mental 
hospital, or, when the accident happened out-of-doors, 
direct by ambulance. When the accident was in the 
patient’s home, there was often delay in seeking medical 
attention, particularly if the patient had been living 
alone. 20 patients came from the West of Scotland and 
the Western Isles. They were transferred to Glasgow 
either by road or by air, sometimes several days after 
their accident. When admission to hospital was delayed 
for any reason, patients were often in a very poor general 
condition—medically, nutritionally, and mentally. In 
some, early bedsores and hypostatic pneumonia were 
already apparent. 


General Condition of Patients 


Medical assessment revealed that about 90% of patients 
over the age of 65 had emphysema, generalised arterio- 
sclerosis, and hypertension ; more than 60% had chronic 
bronchitis ; and 16% had bronchiectasis. Many suffered 
from malnutrition and most showed some anzemia 
in more than 20% to a marked degree. Degenerative 
myocarditis was diagnosed in 60% of the cases and 
12% had recent or old myocardial infarction. In 44% 
electrocardiography showed left ventricular strain and/or 
coronary insufficiency. Urinary infection was present 
in 30% of cases. 

The patient was assessed by the surgeon and the 
anesthetist, between whom lay the decision to offer or 
withhold operation. 

The age of patients ranged from 7 to 95 (average 71). 
20 patients were under the age of 50 and 12 of these 
had been involved in either an industrial or a road 
accident. Of the 7 mental patients only 1 was over the 
age of 60, their average age being 55. There were 125 
females and 79 males. 
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Etiology 


Two fractures occurred indoors for every one out- 
of-doors, and of those which occurred out-of-doors 
half were caused by street accidents or by industrial 
accidents. 44 patients reported a feeling of dizziness 
before falling. 

The hospital records were not always explicit as to 
the actual cause or the mode of production of the fracture. 
The most frequent indoor causes were: (a) falling 
out of bed (18 cases) ; (6) falling on a stairway (11 cases) ; 
(c) tripping over a carpet (7 cases) ; and (d) falling off a 
chair or a box (6 cases). The most frequent outdoor 
causes were: (a) road accidents involving a vehicle 
(11 cases) ; (6) jumping off a tram or bus (8 cases, includ- 
ing 5 patients over 80 and 1 over 90); (c) direct trauma 
at work (7 cases); (d) falling from a height (5 cases) ; 
(e) tripping on an uneven road (4 cases); (f) falling on 
an icy road (4 cases); and (g) slipping on a wet street 
(3 cases). 

The peak periods of the year were May and October— 
December. 

Bone changes seen on X-ray examination were osteo- 
porosis, osteitis deformans, osteitis fibrosa cystica, 
and metastasis in bone. Arthritis of the hip-joint was 
often present. The part played by lack of mobility 
at the hip-joint must not be underestimated. 


Site of Fracture 


For simplicity, the fractures have been classified as 
transcervical (intracapsular) and trochanteric (extra- 
capsular). There were 91 transcervical fractures 
(average age 70) and 113 trochanteric fractures (average 
age 72). Fracture of the right femoral neck was as 
common as fracture of the left femoral neck. 3 patients 
had their two femoral necks fractured on different 
occasions, the level of fracture was the same each time, 
being transcervical in 2 cases and trochanteric in 1. 


Treatment 


Table 1 shows the number of recent fractures of the 
femoral neck admitted during the years under review 


TABLE I—TREATMENT OF FRACTURE OF FEMORAL NECK 


Year Operation Conservative Total 
1948 3 9 12 
1949 4 11 15 
1950 4 3 7 
1951 10 11 21 
1952 19 9 28 
1953 28 9 37 
1954 35 4 39 
1955 36 9 45 
Total 139 65 204 


together with the method of treatment. Of the 204 
cases 139 were treated by operative fixation and 65 
conservatively. 


Conservative Treatment 

In the elderly patient the conservative treatment of 
choice was Hamilton-Russell traction; in the young 
patient extension in a Thomas splint was used. 
Occasionally, when impaction appeared secure and hip 
movements were painless, freedom without weight- 
bearing was allowed. In 1948-51 61% of all the cases 
were treated conservatively, but in 1952-55 only 20%. 


Unfit for operative treatment (32 cases, 28 deaths).— 
Of all the cases admitted in 1948-51 17 (30:8%) were 
in this up, and in 1951-55 15 (10%). The difference 
(20%) tween the two periods probably reflects a 
change in the standard accepted for operation in the 
more recent period. 4 patietits, aged 80, 83, 87, and 87, 
were moribund on admission ; they were poorly nourished 
and personally neglected, had chronic medical conditions, 
and were hypotensive and shocked; they did not 
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respond to resuscitation, including blood-transfusion, 
and died within twenty-four hours of admission. 

Treated conservatively although fit for operation (33 cases, 
3 deaths).—Conservative treatment was the method of 
choice in 31 of these cases. It was enforced in the 2 
remaining cases where, because of inability to pass a 
guide wire through a dense femoral neck and because 
of failure to get an acceptable reduction, operation 
was abandoned. Of all the cases admitted in 1948-51 
17 (31-5%) were in this group, and in 1952-55 16 (10-7 %). 
In the former period trochanteric fractures were usually 
treated conservatively, as were patients with impacted 
transcervical fractures if in an acceptable position. 
In the latter period a small minority were treated con- 
servatively for the following reasons: (1) impaction 
of transcervical fracture, (2) gross comminution of 
trochanteric fracture, (3) greenstick fracture, and (4) 
because nailing was abandoned. 

Operative Treatment 

Of the 139 cases treated by operation a Smith- 
Petersen nail was inserted into 63 transcervical fractures 
and 2 trochanteric fractures, and a McLaughlin nail and 
plate was applied to 74 trochanteric fractures. These 
139 cases may be divided according to whether operation 
was the primary or the secondary choice : 

Primary choice (129 cases, 23 deaths).—The average 
period of delay after fracture was four days. Normally 
the operation was done at one of two regular operating 
sessions during the week, usually from two to seven days 
after admission of the patient to hospital. Associated 
with the medical survey, treatment was initiated when 
necessary, a transfusion given when required, and the 
skin of the operation site prepared. 

Secondary choice (10 cases, 10 deaths).—The average 
period of delay was eighteen days. Initially turned down 
as completely unfit for operation these patients showed 
no improvement up to the seventh day or thereafter. 
When, for various reasons, nailing was eventually done, 
2 died the day after operation, 1 on the third day, 3 
after a fortnight, 1 at three weeks, 2 in the second month, 
and | after four months. 

The approach was always through an adequate lateral 
incision, and nailing was controlled by radiography. 
The operating-time—i.e., from induction when general 
anesthesia was used—was usually between sixty and 
ninety minutes but was occasionally prolonged by 
technical difficulties. 


Premedication 
Several combinations of drugs were used : 
(a) Morphine sulphate and atropine sulphate. 
(6) Pethidine hydrochloride and atropine sulphate. 
(ec) The hydrochlorides of chlorpromazine, promethazine, 
and pethidine. 


Although each combination produced the desired sedative 
effect, respiratory depression and hypotension sub- 
sequent to the administration of morphine sulphate, 
usually gr. '/,, made morphine and atropine less accept- 
able than pethidine and atropine, particularly when 
general anesthesia followed. The ‘lytic cocktail” 
(chlorpromazine, promethazine, and pethidine) was 
exhibited because of its reputed ability to protect from 
stress, particularly from hemorrhage and trauma, but 
it often caused a preoperative fall in blood-pressure. 

To prevent preoperative hypotension and to maintain 
the blood-pressure during operation two vasopressor 
drugs were used: methylamphetamine hydrochloride 
(‘ Methedrine ’) and mephentermine sulphate (‘ Mephine’ 
sulphate). The latter, besides being a stronger vasopressor 
than methylamphetamine hydrochloride, had a longer 
action. 


Analgesia 

During operation it is very important to avoid anoxia. 
To this end careful attention was paid to providing 
enough oxygen, to replacing blood-loss, and to supporting 
the blood-pressure with drugs. In this respect mephenter- 
mine sulphate again proved most useful. 
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Analgesia was provided by : 

(1) General anesthesia: thiopentone sodium, nitrous 
oxide, oxygen, and pethidine hydrochloride. 

(2) General anesthesia and local analgesia: as above 
together with the local injection of 1% lignocaine hydro- 
chloride. 

(3) Local and general analgesia: 1%, lignocaine hydro- 
chloride and pethidine hydrochloride. 


Although the operation can mostly be done under 
light general anesthesia, difficulty may arise in manipula- 
tion of the fracture. To facilitate the manipulation 
deeper anwsthesia may be required for a short time, or 
a short-acting muscle-relaxant may be used. This is a 
stage, however, during which the patient may become 
hypotensive. Recovery of the blood-pressure may then 
be slow, and it may be difficult to sustain it at the 
preoperative level. 

In this series the least general postoperative upset 
in the elderly patient was associated with the use of 
local plus general analgesia produced by local infiltration 
with 1% lignocaine hydrochloride 100 ml. and intra- 
venous pethidine hydrochloride 25-100 mg. Oxygen 
inhalations were only given when thought necessary. 
With patience, difficulty in reducing most fractures can 
be overcome without resorting to general anesthesia 
or to muscle-relaxants. The technique has the virtue 
of simplicity in application and permits the anzsthetist 
to concentrate on looking after the patient’s ‘general 
condition. 


Postoperative Care 

During the last two years under review, preference 
for postoperative sedation has been for paraldehyde 
and pethidine hydrochloride, the latter being adminis- 
tered only when there was a complaint of pain. In the 
more recent cases, if signs of cerebral upset were present 
chlorpromazine hydrochloride was given. Chlorpromazine 
hydrochloride was not used as an occasional sedative 
in any of the cases; but, used specifically in associ- 
ation with mental disturbance, it gave a favourable 
impression. 

After operation, medical treatment was continued 
where necessary. Special emphasis was placed on an 
adequate diet and an adequate intake of fluids. Patients 
were usually sitting in a chair within forty-eight hours, 
and they had daily hip and knee exercises. When they 
were considered fit enough they were encouraged to move 
about the ward on crutches. Those who became proficient 
were allowed home and returned to the outpatient 
department for regular review. Non-weight-bearing was 
usually continued for twelve weeks, and few patients, 
unless ambulant on crutches, got home before this 
time. If radiography did not definitely confirm union, 
weight-bearing was further postponed. 


Results 
Mortality 
Of the 204 patients 67 (29 males and 38 females) 
died in hospital—an overall mortality of 33%. 
Of those operated on (139) the operative mortality, 
covering the arbitrary period of twenty-eight days after 


TABLE II-—-MORTALITY IN RELATION TO TREATMENT © OF 
FRACTURE OF FEMORAL NECK 


Treatment 


fracture Operation Conservative 

Cases Deaths Cases Deaths 
Transcervical - 63 15 28 | 10 
Trochanteric ae 76 21 37 21 
Total oe 139 36 65 i 31 
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was not by 
random sel- 
ection, the 
mortality-rates following operation and conservative 
treatment cannot be compared. 

The average age of those who died was 82. The accom- 
panying figure shows the percentage mortality in each 
five-year period from the age of 50 onwards. There was 
a sudden rise in the percentage mortality after the 
75th year. 

The causes of death are recorded in table m1. 

The appearance of disorientation and incontinence 
was always ominous, but especially after operation 
when it was usually the prelude to general medical 
deterioration. 

y* Table tv shows the period after operation at which 
death took place. In the case of those treated conserva- 


Mortality-rates in age-groups of patients with fractures 
of femoral neck. 


TABLE III--CAUSES OF DEATH 


Treatment 
Cause of death 


Operation Conservative 

Cardiac failure ous 7 6 
Coronary thrombosis 1 0 
Hypostatic pneumonia F 7 6 
Cerebral thrombosis or hemorrhage 3 9 
Uremia a's 3 0 
Perforation .. 1 0 
Paralytic ileus 0 1 
Unknown ... as 12 9 

Total 36 31 


tively, the table shows the interval between the accident 
and death. 


Follow-up 

An attempt was made to contact the 137 patients 
who had survived. Where possible they returned for 
assessment of the functional result and bone union. 
27 were not seen in hospital, but the functional result 
was ascertained in 17 of these from good follow-up 
records and from up-to-date reports from general 
practitioners. 


TABLE IV—-DEATHS IN HOSPITAL 


Treatment 
Time of death 


ration Conservative 
On operating- table .. ice 
In first month 18° 24f 
In second month .. 11 4 
In third month 1 1 
After third month .. 4 2 
Total .. 36 31 


* Including 4 deaths in first week. 
t Including 6 


(including 4 in first 48 hr.). 
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Table v shows these 127 patients classified according 
to the capabilities without reference to their previous 
condition and based on the following requirements : 

Group A: return to full mobility, requiring no support, 
although a slight limp might be present. In the case of the 
younger patients return to full employment. 

Group B: Mobile and able to do their own shopping but 
feeling they required a stick for support. 

Group C: Mobile but requiring the support of one or two 
sticks and leading an indoor existence. 

Group D: Unable to walk, spending most of their time in 


All cases of non-union are found in groups C or D 
except 5 transcervical fractures classified in group B ; 
1 was a fracture in an amputation stump, and in 4 
there was fibrous union in good position. 

There were 19 cases of non-union (table v1): 16 
transcervical and 3 trochanteric fractures. In the absence 
of radiography or precise radiological reports the outcome 
was doubtful in 20 cases. 


TABLE V-—-CLINICAL ASSESSMENT 


eed Treatment A B iD ? 
Transcervical Operation 24 13 7 f 1 2 

Conservative 6 4 2 
Trochanteric Operation 32 14 6 | 1 a 
Total 70 35 16 10 
Discussion 


‘It is doubtful whether the mortality-rate deserves 
the importance usually accorded it when the results of 
treatment of fracture of the femoral neck are being 
discussed. Indeed, perusal of the literature suggests 
that comparison of the results obtained in different 
series is of only limited value. The variation in age and 
possibly also in the physical condition of patients con- 
tributes to this, whilst lack of uniformity in the duration 
of the follow-up tends to be misleading when results are 
interpreted. Here we take the view that the general and 
mental condition of patients who do survive is worthy 
of greater consideration, sharing equal importance with 
the recovery of function of the injured limb. 

The prdblems associated with fractures of the upper 
end of the femur in the elderly fall into two categories— 
orthopedic and geriatric. Besides the patient’s medical 
condition, other factors must strongly influence the 


TABLE VI-—ASSESSMENT OF UNION 


Transcervical fracture Trochanteric fracture 


Treatment | 
Union ? Union | ? 
Conservative . . 7 7 4 12 .4 1 3 
decision to offer or withhold operation. The trans- 


cervical fracture with displacement requires manipula- 
tion and internal fixation to maintain position and 
attain union. The trochanteric fracture, however, 
allows greater latitude in treatment. Equally good 
results are reported from operation (Evans 1951) and 
from conservative treatment (Murray and Frew 1949). 
The remaining factors which influence the decision in 
favour of operation are (1) greater comfort and mobility 
for the patient, (2) greater facility for nursing, and 
(3) bed economy. The third factor, for reasons given 
below, we consider to be not in the patient’s best interest. 

The management of each case requires adjustment to 
obtain the greatest benefit for the patient, especially 
the poor-risk patient. Prominent among the questions 
thus raised is the urgency of operation. Evans (1953) 
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points out that patients over the age of 70 do not tolerate 
pain and enforced immobility well and are quick to 
become irrational and _ incontinent. He_ therefore 
advocates emergency operation in trochanteric fractures. 
Having thus relieved pain and restored mobility, he 
proceeds with any medical treatment that may be 
considered necessary. On the other hand, McElvenny 
(1949) says: ‘‘It must be definitely and emphatically 
stated that an intra-capsular fracture of a femoral 
neck in an elderly patient is no surgical emergency, 
but may well be a medical emergency,’’ and advocates 
a complete survey of the vital functions and systems. 

In view of the average age and usual medical condition 
of the patients with transcervical and trochanteric 
fractures in this series, the latter approach to the 
problem has seemed to us the more logical, because each 
case is thus considered individually, from the time of 
admission, not only from the orthopedic but also from 
the medical standpoint. Relief from pain is important 
(Evans 1953) and can be achieved by operation, but 
patients do get relief from pain under extension and 
also benefit from rest before operation. Preliminary 
treatment by extension allows the medical survey and 
treatment to be instituted and adequate skin preparation 
of the operation site can be carried out. 

In the last two years under review it was usual for 
forty-eight hours to elapse before operation, even in 
patients in whom there were no medical or surgical 
reasons for delaying operation. This was prolonged up 
to seven days if benefit could be expected from medical 
treatment, with special reference to ketosis, dehydration, 
secondary anzwmia, reduced blood volume, threatened 
cardiac failure, and urinary infection. Delay longer 
than seven days, however, was not thought advisable 
when operation was the primary choice. When operation 
was the secondary choice and was performed after 
this period, the mortality was high 

With reference to the preoperative medical survey 
we agree with Gavey (1953), that ‘‘ too much medical 
investigation in these old people may lead to unwarranted 
delay in getting on with the job.’’ On the other hand, 
we regard adequate preparation for operation as a 
prerequisite in the prophylaxis of mental disturbance 
and in maintaining the general condition. Allison (1952) 
states that the recognised causes of cerebral.upset are 
dehydration, alkalosis, and anoxia. These conditions 
are often present in these aged patients and may also 
be associated with trauma and operation under general 
anesthesia. Preoperative treatment directed to correct 
such deficiencies will contribute to the avoidance of 
circulatory failure, thus helping to guard against a general 
effect (shock) and the direct effect on cerebral metabolism 
which contributes to mental confusion. Even when the 
operation is performed under local analgesia, therefore, 
attention to these points is important. 

The onset of mental confusion after operation has 
so far not been seen when local plus general analgesia 
has been used. It was, on the other hand, fairly common 
after general anesthesia. Mental upset when it occurred 
was of ominous significance, especially if associated with 
incontinence. As regards the avoidance of postoperative 
mental disturbance, the sustaining effect of the vaso- 
pressor drugs notably mephentermine sulphate, appears 
to be of value. It is, of course, axiomatic that, no matter 
what method of producing analgesia is used, meticulous 
attention should be paid to transfusion, as regards both 
replacing blood-loss and avoiding overloading of the 
cardiovascular system. 

After operation strict supervision of sedation was 
directed to the avoidance of mental confusion. Bedford 


(1955) notes that, when postoperative confusion appears 
in old people, the vicious circle of hypnotics, confusion, 
and more hypnotics must be avoided. The retention of 
full mental acuity and morale in these patients into the 
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postoperative period ensures codperation as regards 
nourishment, exercises, and ambulation. Without this 
coéperation great difficulty is experienced in attaining 
good function. 

As reported above, patients treated by operation were 
usually up in a chair within forty-eight hours and had 
supervised exercises for their knees and hips from the 
morning after operation. Those in good physical condition 
and unimpaired mentally responded well to such treat- 
ment and quickly mastered the use of crutches. Such 
patients, when sufficiently adept and allowed home, could 
usually be trusted to remain mobile. The functional 
result with weight-bearing was usually good. The 
remainder, most of the patients in this series, required 
supervision in hospital. Too weak physically, they 
required continued medical treatment, or, lacking moral 
strength, they required to be coaxed at every stage and 
even beyond the stage of starting weight-bearing. In 
these cases continued leg exercises during the non- 
ambulant phase and instruction in walking when weight- 
bearing begins are important. Once fully ambulant 
and self-reliant, patients usually wish to remain so. To 
allow many of these patients home before this stage is 
reached would be to disregard the hyman factor and the 
fact that they often require the incentive of the hospital 
routine to maintain progress; otherwise the patient 
may lose interest or decide to rely wholly on relatives. 
Bed economy would be attained at the price of poor 
function. 

Stewart (1955) notes that ‘‘ some aged patients pro- 
gressed less well after return home, for no other apparent 
reason than that discharge from hospital removed the 
only remaining incentive to the will to live.’ This 
was borne out in this series in the few who were dis- 
charged without crutches in the preambulant stage, 
in contrast to those who were sufficiently ambulant 
to be self-reliant before discharge. We therefore believe 
that hospital treatment should be continued in most 
cases until the patient is ambulant and has regained 
self-reliance. 

Conclusions 

If a patient with a fracture of the femoral neck is to 
derive maximum benefit from operation, as much 
attention must be paid to maintaining the general and 
mental condition as to factors influencing the functional 
result. To this end each patient should receive individual 
consideration from the time of admission. 

An emergency operation does not appear to be indicated. 
Where an operation is the primary choice, however, 
the best time for it probably lies between forty-eight 
hours and seven days after the fracture was sustained. 

Local and general analgesia are more satisfactory than 
general anesthesia, so far as maintaining the patient’s 
condition is concerned; adequate reduction can be 
achieved under local and general analgesia. 

Hospital treatment of the aged patient with a fracture 
of the femoral neck should be continued until the patient 
is ambulant and self-reliant. ‘The incentive of the hos- 
pital routine is often necessary to achieve good functional 
results. 

Summary 

All recent fractures of the femoral neck admitted to 
the Southern General Hospital, Glasgow, in 1948-55 are 
reviewed. 

The management of these patients from the time of 
admission until they are ambulant and self-reliant is 
discussed. 

The importance of the hospital routine in attaining 
a good functional result is emphasised. 

We are indebted to Mr. R. B. Wright, senior surgeon, 
Southern General Hospital, for encouragement and con- 
structive criticism. We also wish to thank Miss A. MacLean 
for secretarial help. 
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MYDRIATIC ACTION OF PENTHIENATE 
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A POSSIBLE SUBSTITUTE FOR ATROPINE 
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NUFFIELD DOMINION FELLOW ; ASSISTANT OPHTHALMOLOGIST, 
RESEARCH DEPARTMENT, ROYAL COLLEGE OF SURGEONS OF 
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ARNOLD SoRSBY 
M.D. Leeds, F.R.C.S. 


RESEARCH PROFESSOR IN OPHTHALMOLOGY, ROYAL COLLEGE 
OF SURGEONS; SURGEON, ROYAL EYE HOSPITAL 


AN increasing number of synthetic antispasmodic 
agents are being produced, mainly for use in spastic 
disorders of the gastro-intestinal tract. These agents 
have many of the actions of atropine and as such may 
be of value as mydriatics or cycloplegics. Eight such 
substances, varying considerably in toxicity and chemical 
structure, were investigated experimentally in the rabbit 
to assess their suitability for clinical use as drops or as 
subconjunctival injections. One of these substances, 
oxyphenonium bromide in 5% solution, has been discussed 
by Fraser (1956). 

Experimental Data 


Of the eight agents investigated in the rabbit (table 1) ~ 


the tolerated systemic dose in man was not known fer 
the two experimental substances no. 4075 and no. 2515. 
Both these could, however, be excluded from further 
trial because, with the greatest possible concentration for 
the one and the greatest tolerated concentration for the 
other, no adequate mydriasis was obtained. The six 
remaining agents fell into two distinct groups: (1) local 
tolerance was the limiting factor in the case of adiphenine 
hydrochloride, propantheline bromide, and tricyclamol 
chloride ; and (2) in the remaining three—scopolamine 
butylbromide, oxyphenonium bromide, and penthienate 
bromide—the limiting factor was a low systemic dose 
limiting the maximal concentration explored, for the full 
systemic dose was contained in four drops (two drops 
each eye). 

Table 1 shows that, in the largest permissible dosages, 
adiphenine hydrochloride and propantheline bromide 
were the least, and penthienate bromide the most, 
promising as mydriatics. Four substances were therefore 
earried forward for clinical trial. 


Clinical Observations 

Tolerance and Efficacy of Penthienate Bromide 

Table 1m shows that penthienate bromide was the most 
effective of the four agents selected for clinical trial. In 
efficacy and persistence penthienate bromide 2°, drops 
gave results similar to those obtained with atropine 
sulphate 1% drops both for mydriasis and for cycloplegia. 

The same dilatation of the pupil as is seen with atropine 
was obtained in all of the fifteen cases tried. Mydriasis set 
in within !/,-1"/, hours, and the effect persisted for 4-6 days. 

In four patients with refractive errors between —1-0 D. 
and +4-0 D. retinoscopy was done 2 hours after instil- 
lation of penthienate bromide. This tallied with the 
retinoscopy findings obtained in two cases after the use 
of cyclopentolate hydrochloride (‘ Cyclogyl’) and in the 
two others after hyoscine hydrochloride 1/,,%. Since 
the full cycloplegia seen with atropine is also seen with 
hyoscine (Sorsby et al. 1955) and probably also with 
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hydrochloride, penthienate is 
adequate as a cycloplegic. Further support for this 
finding is given by the changes observed in the curvature 
of the anterior surface of the lens in one case. Whereas 
hyoscine hydrochloride 14/,,% gave full cycloplegia at 
1 hour and had worn off by 28 hours, the effect of 
penthienate bromide, though coming on as quickly, 
showed no tendency to decline till after 50 hours. 

Penthienate bromide in a concentration of less than 
2% was unsatisfactory; used as 1% drops it proved 
inadequate in seven of eight patients (two children and 
six adults); the pupil showed only partial dilatation and 
that after 3-6 hours. 

Penthienate bromide as a subconjunctival injection used 
in 12 patients showed efficacy of the same order as atro- 
pine used subconjunctivally in the form of ‘ Mydricane’ 
(5 minims of water containing atropine sulphate gr. 1/¢ 
or and cocaine hydroe hloride gr. or to which 
is added 3 minims of adrenaline 1: 1000). Full and 
persistent dilatation of the pupil was obtained with 2 mg. 
in 0-5 ml. of water and 3 minims of adrenaline 1 : 1000. 


Penthienate Bromide as Substitute for Atropine in Treatment 
Penthienate bromide as 2% drops was used in patients 
requiring atropine for treatment. 
Tritis.—Eleven patients with iritis, including three with 
hypopyon iritis, were treated with 2% penthienate 
bromide. Three of these had originally had a subcon- 


TABLE I--EFFICACY.. OF SOME SYNTHETIC ANTISPASMODIC 
AGENTS USED AS MYDRIATICS IN RABBITS 


Dose | Mydriatic effect 
| le 
Eod| Zz 
32 a | 
all 
4075 | | % | 1 Used at 
| maximal 
| ubility 
2515. Delayed 
| 3 transient 
| | | conjunctival 
| | injection 
| | and corneal 
| clouding 
Adiphenine 75.| 30 | 1 hr. 
hydrochloride | | 
(* Trasentine | 
6.11.’) 
Propantheline} 15/6 | 3 | | 1 |48hr.| 
bromide (‘Pro- } 
banthine ’) | | | 
Tricyclamol | 50) 20 4 | % | 2 |72he. 
chloride (‘ Ler- | | 
gine ’) | 
Scopolamine | 20 8 | 1 |48br.} 
butylbromide | 
(* Buscopan | | 
Oxyphenon- 5 2 | | 2 |48hbr.| Slight con- 
ium bromide | | junctival in- 
(‘ Antrenyl’) | | jection 
Penthienate 5 2; 7 days 
bromide 
(‘Monodral’ ) | 


* The chemical structures of these agents are as follows : 
4075, phenyl-cyclohexy] oxyacetic acid-diethylamino-ethyl-ester 
hydrochloride. 
2515, benzilic acid-diethylaminoethylester hydrochloride. 
Trasentine 6.H., hexa-hydrodiphenylacetyldiethylamino-eth- 
anolester hydrochloride. - 
Probanthine, $-diisopropylaminoethyl xanthene-9-carboxylate 
methyl bromide. 
Lergine, di-1 -(3 - cyclohexyl] - 3 - hydroxy-3 - phenylprophy) - 1- 
methylpyrrolidinium chloride. 
Buscopan, scopolamine-N-bromobuty late. 
Oxyphenonium, diethyl-(2-hydroxyethyl) methylammonium 
bromide-a-phenyl-cyclohexaneglycolate. 
Penthienate bromide, 
thieny!) hydroxyacetate methylbromide. 
+ On the assumption that four drops (two drops into each eye) 
contain the maximal] systemic dose, higher concentrations were 
not considered. 
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TABLE II—CLINICAL ASSESSMENT OF RELATIVE MERITS OF FOUR 
SYNTHETIC ANTISPASMODIC AGENTS USED AS MYDRIATICS 


2 a 
D — 
= |33_ 
— 
Mode of £25 od Effecton’ 
application ES accom- 
2 Ag 
Oxyphenon- Drops 2% 6 1-2 ‘"/s—*/,| Partial (2-3 
ium bromide 
Scopolamine Drops 8% 4 1-2 */,-*/,| Partial (1-2 
butylbromide 
Tricyclamol Drops 4% 4 1-3 About’ Partial 1-3 
chloride 
Penthienate Drops 2% 15 */,-full Complete 4—6 
bromide Subconjunctival 12* Full Complete 6-10 


injection, 2 mg. 
in 0-5 ml. of 
water and 3 
minims of ad- 
renaline 1: 1000 
Drops 1% 3-6 Partial 1-3 


*One other patient had a subconjunctival injection without 
adrenaline added. There was no congestion or other reaction, 
and the cycloplegic effect was satisfactory. 


junctival injection of mydricaine, and the treatment was 
continued with penthienate-bromide drops. Four patients 
had penthienate bromide 2 mg. subconjunctivally followed 
by penthienate drops. Four patients were treated with 
penthienate-bromide drops exclusively All these cases 
were severe, and the best results were obtained by the 
combined treatment of subconjunctival injection and 
drops. 

After-treatment in corneal grafting.—Four patients 
known to be sensitive to atropine were treated post- 
operatively with penthienate-bromide drops, which were 
well tolerated. 

Other postoperative treatment.—Penthienate bromide 
was used as the routine mydriatic in the postoperative 
treatment of cataract extraction in six patients known 
to be sensitive to atropine. Recovery was uneventful. 

Inflammation other than iritis.—Penthienate bromide 
was used successfully in eight cases of keratitis or uveitis. 

Sensitivity to atropine.—In addition to these twenty- 
nine patients, of whom ten were treated with penthienate 
bromide because of their known sensitivity to atropine, 
eight other patients with chronic uveitis or keratitis and 
sensitivity to atropine were treated with penthienate 
bromide. All eighteen patients tolerated penthienate 
bromide well, several of them for some months, and one 
for 7 months now. 


Side-effects 
Dryness of the mouth after subconjunctival injection 
was the only untoward symptom observed. 


Discussion 


The value of atropine as a mydriatic is attested by the 
fact that it has been in use for about a hundred and 
fifty years. Its one serious defect is its tendency to 
produce local irritation. When this happens, it is likely 
that any other alkaloid will also produce irritation. 
Lachesine (‘ E.3’) has been used widely in recent years 
but it proved a poor mydriatic and is in any case no 
longer readily obtainable. More recently cyclopentolate 
has been used successfully, but it is also not readily 
obtainable ; moreover its action is rapidly transient. 
A mydriatic with properties and persistence not unlike 
those of atropine would therefore be of considerable 
importance, especially if it were safe and free from 
irritative effects. Such an agent is apparently available 
in penthienate bromide. 

Penthienate bromide is a quaternary ammonium com- 
pound and is chemically related to the tropine alkaloids. 
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It is used clinically in the management of peptic ulcer, 
gastro-intestinal spasm, and allied conditions, for which 
the dose is 5 mg. by mouth three or four times a day, 
or the same dose by intramuscular injection in severe 
cases. It is reputed to have minimal side-effects and 
apparently does not produce disturbances in accommoda- 
tion when given by mouth. For ophthalmic use the 
instillation of drops or ointment and subconjunctival 
injection would therefore be safe if they did not exceed the 
stated dose of 5 mg. Two drops of 2% solution instilled 
into each eye contain about 5 mg.; such doses are 
consistently free from local irritative effects and can 
safely be repeated 4-hourly. 

These doses for local use can probably be safely exceeded, 
for much of the agent in drops is washed out from the con- 
junctival sac. This is suggested by the experience with 
atropine in daily clinical use. The highest systemic dose of 
atropine is gr. '/g); the amount of atropine instilled into the 
conjunctival sac when two drops of 1% atropine solution are 
used in each eye is gt. '/,5. It is perhaps for this reason 
that atropine ointment in the same concentration is more 
likely to produce toxic effects, for less of the ointment is 
washed out from the conjunctival sac (and possibly more 
atropine is instilled to begin with). Similar observations 
apply to almost all the drops of alkaloids ased in ophthalmo- 
logy. 

It also seems that, even when administered subconjunctiv- 
ally, the systemic dose is often exceeded, because one strength 
of mydricaine contains gr. 3/4) of atropine—a concentration 
higher than the systemic dose. 

For the present, drops of penthienate bromide should not 
exceed a concentration of 2%, and subconjunctival injections 
should contain not more than 2 mg. per injection to allow for 
the cases in which injections in both eyes are required. Where 
only one eye requires a subconjunctival injection 4 mg. would 
be permissible and possibly advantageous. Likewise the safe 
dose would not be exceeded with oxyphenonium bromide in 
5% solution as recommended by Fraser (1956) if the drops 
were used in one eye only. 


Penthienate bromide, possessing in safe doses the 
eflicacy and persistence of atropine as a mydriatic, is 
therefore an adequate substitute for atropine in the 
treatment of iritis and other inflammations of the eye. 
Whether it will prove to be entirely devoid of irritative 
effects is not yet known. 


Summary 


Eight synthetic compounds with an atropine-like effect 
were studied experimentally to establish whether they 
could be used as substitutes for atropine in ophthalmology. 

In greatest possible or greatest tolerated doses four 
agents—adiphenine hydrochloride, propantheline bro- 
mide, and experimental substances no. 4075 and no. 2515 
—proved poor mydriatics in experiments on rabbits. 

Of the remaining four agents which gave promising 
results experimentally—tricyclamol, scopolamine butyl- 
bromide, oxyphenonium bromide, and penthienate bro- 
mide—the dosage used was limited by the toxicity of 
the drug in all but tricyclamol, which itself was limited 
by poor local tolerance. 

In clinical trials on 50 patients the only agent which 
gave adequate and persistent mydriasis was penthienate 
bromide. 

In 18 cases of sensitivity to atropine and 19 cases of 
different inflammations of the eye penthienate bromide, 
as drops or as subconjunctival injections, was as effective 
as atropine and mydricaine. As drops it was used in a 
concentration of 2%—the greatest permissible on sys- 
temic dosage. As subconjunctival injections it was given 
in doses of 2 mg. in 0-5 ml. of water with 3 minims of 
adrenaline 1 : 1000 added. 

It seems likely that penthienate bromide is as adequate 
as atropine as a mydriatic and is probably devoid of any 
tendency to produce irritation. 

We are obliged to Dr. A. K. Pittman, of Messrs. Ciba Ltd., 
for so readily supplying some of the agents used; Messrs. 
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Bayer Ltd. for of penthienate ( “Monodral ) 
and Messrs. Burroughs Wellcome & Co. and Messrs. Pfizer 
Ltd. for other substances; and Mr. L. J. Yarrell, chief pharma- 
cist, and Mr. G. J. Stephens and Mr. R. Harding, of the 
laboratory, of the Royal Eye Hospital. , 
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LESIONS OF THE KIDNEY IN ACUTE 
RENAL FAILURE FOLLOWING SHOCK * 


C. Brun O. Munck 
M.D. Copenhagen M.D. Copenhagen 


From 3rd Department and Central Clinical Laboratory, 
Kommunehospitalet, Copenhagen 


THE histological findings in ‘‘ shock-kidney *’ have been 
described in great detail by Bywaters and Dible (1942), 
Lucké (1946), and Mallory (1947). The results obtained 
by the microdissection technique of Oliver et al. (1951) 
added important facts to our knowledge of the renal 
lesions in acute renal failure. Biopsy studies have been 
made by Brun (1954) and Gormsen et al. (1955). 

In the present investigation we tried to assess the 
relative frequency and significance of the different- 
structural lesions and to determine at what stage in the 
course of the renal failure it was possible to recognise 
the various histological abnormalities. 


Material 


We investigated 33 patients with acute renal failure 
following shock from different causes (table 1). All had 
severe renal insufficiency. Twenty biopsies were done on 


* Aided by a grant from the King Christian X Fund. 


TABLE I—CLINICAL ATIOLOGY OF SHOCK 


No. of | 
‘patients survived Died 


Acute barbiturate oo | 9 
Acute peritonitis .. 
Crush injury 

Surgical « vomplications 
Sepsis oo | 
Acute pancreatitis 

Abortion .. 

Transfusion accident ae 

Obstetrical complic 

Burns 

Traumatic cerebral cedema 

Concealed hemorrhage and dehydration 
Acute gastro-enteritis .. 

Intoxication with carbon monoxide 


Total 


| 
| 
| 


¢ 
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17 patients between the second and sixty-sixth days 
after the onset of anuria. In the remaining 16 cases 
histological preparations were made from necropsy 
material. In 3 cases both biopsy and necropsy specimens 
were examined. 


Methods 


The kidney biopsies were done by the technique 
described by Iversen and Brun (1951) modified according 
to Kark and Muehrcke (1954). The tissue was immedi- 
ately fixed in 93°% alcohol. Some biopsy specimens were 
fixed both in alcohol and in formalin; no difference in 
the quality of the preparations was found. 

The necropsy material was fixed shortly after death 
by injecting about 400 ml. of a 4% formaldehyde solution 
near one of the kidneys to prevent autolysis and thus 
retain the histological structure of the renal tissue. 

In the present report we make no distinction between 
renal tissue obtained by biopsy and that from early fixed 
necropsy specimens. 


TABLE II—KIDNEY LESIONS IN 33 CASES OF ACUTE RENAL FAILURE FOLLOWING SHOCK 


iCasts in| 


Dure- Proximal tubules Distal tubules 
o Serum-) enle’s issue 
Case tissue tor urea | loop 
nO » bi- | onset of _ (28: | insuffi- Infusion Hydro- Flat- | Flat- Possible, and/or | 
* opsy ; uria | Pe? 100) pic Dilated |, Casts | Dilated tened tubular) collect- |Cellular) 
N, ne- | | mi.) | changes necrosis) ing infiltra-| idema 
cropsy) tubules) tion | 
1 | N 2 244 > 2 Dextran + ++ + + + - + - —* 
2 199 20 - + +++) ++ - - - 
i; B | 9g 388 20 + +++ + 4 
3 N 3 344 > 3 Dextran + ++ - - + - - - - - - 
268 > 3 Dextran ++ - ~ + + - - - 
5 B 3 17 5 - - - + - + 
6 | N 4 402 > - - + + + + + 
7 B 5 354 > 5 Sucrose - - + + + | = 
2 N 446 > 8 +++ - ++ - - | - 
0 ‘ > + + + - | - 
3 2 . + - + + + t - + & iS 
B 19 97 12 Dextran 4 - + + - - - 4 - | - 
12 N 7 532 > 7 Dextran +++ - + + + + + - ts - | - 
13 N 7 350 > 7 Dextran + + - - + + + - + ae 
14 B 7 34 - ~ +++ - - - ? - 
4 40 274° 34 “ + + + +++] +4 ++ + +++ + + 
15 3 7 442 >15 + + + - - 
N 15 246% S15 xtran{ + + + + - 
16 B 8 500 >10 Dextran ++ - - + +4 ++ - ? -—.|.* 
17 B 8 395 15 Sulphate ++ - Zs : 4 - ? + + 
18 B 8 394 16 os + + - ~ + + + ++ - ? - - 
19 B 9 483 20 - - + + + + + - ? + + 
20 9 456 > 9 - + ++ 
21 B 10 462 12 Dextran +4 + + + + - - 
22 N 10 398 6 a - - ~ + +4 ++ - - - | - 
23 N 11 237% | >11 + - - + + - | - 
24 B 12 400 >15 Dextran + - + + + - + ? + i + 
25 N 12 641 >12 Dextran ++ - - +++ - 
26 N 12 354 >12 Dextran + ++ ++ + 
7 14 213° | >14 Dextran ++ - - + + 
28 N 15 404° 10 Dextran + - + + + + - - - - 
29 B 17 214° 11 Dextran ++ - + ++ + ++ ~ + + | + 
30 N 18 319° >18 Dextran - - + + + + + - + + | + 
31 N 18 597 >18 Dextran +++ - - + ++ + - + - - 
32 B 22 153* 12 Dextran + ++ + + + 
33 B 66 30 7 - - + + - - - + oh 


“The patients are listed according to ‘the day of histological examination. Dil, dilatation of tubular lumen. Flat. 
++, common finding. 


epithelium. + + +, lesion found throughout specimen. 


*, treated by hemodialysis. 


flattening of tubular 


+, occasional finding. -, not found. ?, too little tissue. 


: 
4 
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Fig. 1—Case 14: kidney biopsy on seventh 
day of anuria from patient with severe 
shock and intravascular hemolysis, showing 
normal proximal tubules and part of 
normal glomerulus ; in a distal lumen a 
granular hem cast and slight flattening of 
the epitheli 3; no dil i ( 280). 


The duration of renal insufficiency 
has been taken as the number of 
days in which the twenty-four-hour 
endogenous creatinine clearance was 
less than 5 ml. a minute. 


Results 

The results are given in detail in 
table 1. The most striking feature 
was the moderate structural changes 
contrasting sharply with the com- 
plete functional breakdown. — In 
many patients only very slight 
histological abnormalities were 
found—e.g., in case 14 the only 
pathological finding was a few 
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granular hem casts in the distal 
tubules (fig. 1). 

No acute changes were ever 
found in the glomerular tufts. In 
the capsular spaces amorphous 
masses were discovered in many 
specimens, a finding which can 
hardly be considered of any great 
importance. 

The predominant histological 
changes, in order of importance, 
were as follows : 


(1) Dilatation and Flattening of 
Epithelium of Distal Convoluted Tubules. 
—The dilatation was in 3 cases very 
pronounced, transforming the tissue 
into a network (fig. 2). In 12 cases the 
dilatation was pronounced but to a 
somewhat slighter degree. Absence 
of dilatation was noted in only 6 cases. 
In 2 of these a previous or a subsequent 
examination disclosed dilatation. In 
another of the 6 cases the examination 
was made after the restoration of renal 
function. The 3 refhaining cases were 


Fig. 2—Case 25: necropsy specimen on 
twelfth day of anuria following operation 
for perforated gastric ulcer, showing pro- 
nounced dilatation of distal tubules with 
fi ing of epitheli and casts in some 


distal lumina ; and well-marked hydropic 
transformation of proximal tubules (70). 


all examined on the third day of 
anuria. In one of these another biopsy 
was done on the twelfth day with same 
result. Thus dilatation of the distal 
tubules was present in nearly all the 
cases throughout the course of the 
disease, because it was observed as early 
as the second day and as late as the 
fortieth day after the onset of anuria. 
The distal tubular dilatation was 
accompanied by a corresponding flat- 


Fig. 3—Case 14: necropsy specimen on 
fortieth day of anuria, showing dilatation 
of distal tubules with flattening of proto- 
plasm and nuclei of epithelium, several 
granular hem casts, and _ interstitial 
inf ion and ced ( « 280). 
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Fig. 4—Case 13: 


necropsy specimen on seventh day of anuria following crush injuries and shock, 


hi 
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renal artery has been clamped 
for two or more hours, was 
found in our material. In this 
type of renal damage there is 
complete disintegration of all 
the proximal tubules, with dis- 
appearance of nuclei, cell bound- 
aries, and lumen. In these cir- 
cumstances the distal and col- 
lecting tubules seem to conserve 
their normal structure better 
than the proximal (fig. 5). We 
observed tubular necrosis in 5 of 


the 33 patients. The lesion, 
predominantly situated in the 


distal tubule, was found on the 
fifth, ninth, twelfth, and fortieth 
days of the disease. The tubular 
damage, when present, consisted 
in poor staining of the nuclei 
and desquamation of the epithe- 
lium. When this type of damage 
was found it was only in very 
few cross-sections, located between 
normal-looking tubules (fig. 6). 
In preparations focal 
inflammation was found close 
to the tubules in cross-sections ; 
but, owing to the dense cellular- 
infiltration it was impossible to 
decide whether or not disruptive 


showing hydropic transformation in proximal cros: 


y of a single proximal con- tubular lesions were present (fig. 


volution ; no obvious degeneration of nuclei; other pr 
and distal tubul dilated, with slight flattening 


cti apparently normal ; 


7). Unquestionable tubular rup- 
(x 300). 


tening of the epithelium. This was in most cases associated 
with a similar flattening of the nuclei (fig. 3). 

(2) Casts were found in all the kidneys but one. In nearly 
all the cases the casts consisted of a granular and brownish or 
reddish material located in the lower nephron. In some kidneys 
casts consisting of uniform, weakly eosinophil, hyaline material 
were seen, together with the type already described. 

(3) Dilatation and Flattening of Epithelium in Proximal 
Convoluted Tubules.—In a few cases there was some dilatation 
of the proximal tubules, but to a much smaller extent than in 
the distal tubules. Some flattening of the epithelium was 
present in about half the cases, but this change was unques- 
tionable in only 4 patients. The assessment of these slight 
abnormalities is rendered difficult by the fact that even 
normally functioning proximal tubules vary somewhat in 
diameter and height of epithelium. 

(4) Hydropic Changes of Epithelial Cells 
Tubules.—This abnormality was found 
in the proximal tubules, being present 
in about two-thirds of the cases. In 
the hydropically transformed cells the 
protoplasm appeared light and swollen, 
as if the protoplasm were cedematous. 
The nuclei of these cells appeared 
normal (fig. 4). Only a few nuclei 
were present in some cross-sections, 
but this is not surprising when the 
swollen appearance of the cells is taken 
into account. In 5 cases the hydropic 
changes were present in all the cross- 
sections of the proximal cubules; in 
the remaining cases there were groups 
of affected cross-sections throughout 
the specimen. 

(5) Infiltration and Gidema of Inter- 
stitial Tissue.—Small scattered foci 
consisting of lymphocytes, histiocytes, 
plasma-cells, and occasional leucocytes 

were found in 12 cases, in 8 of which 
moderate interstitial oedema was 
present. 

(6) Tubular Necrosis.—Special atten- 
tion was paid to tubular necrosis, 
which is generally accepted as the 
typical structural change in this disease. 
Nothing like the frank necrosis seen in 
cases of renal cortical necrosis, or the 
change observed in the kidney after the 


of Proximal 


Fig. 5—Kidney biopsy 


ture was not observed. In no case 
was bulging of tubules into 
adjacent veins (herniation) or penetration of venous walls 
by casts observed. 

(7) Mitoses.—There were mitoses in the epithelium of the 
proximal tubules in 2 cases and in that of the distal tubules in 
5 cases. The day of examination in these patients varied 
from the third to the twenty-second after the onset of 
anuria. 


Table 1 shows that the histological. changes occurred 
with very nearly the same frequency in both the early 
days of the disease and the later stages. There was a 
noteworthy change in only 1 of the 6 cases where the 
examination was repeated. In case 14 the pronounced 
dilatation of the distal convoluted tubules present on the 
fortieth day was absent on the seventh day. 

The lesions in most cases were characteristically focal 


on event day of anuria in patient (not in present series) with 


renal cortical necrosis, showing complete destruction of one glomerulus and all proximal 
cross-sections ; and two fairly well preserved distal lumina ( x 280). 


. 
| 
s-sectlons presuman! 
mal cross-se 
of epitheliu 
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in distribution, small affected areas 
being found here and there. In a few 
preparations all, or nearly all, the 
cross-sections were involved. No 
correlation was observed between 
the severity of the disease and the 
grade of histological abnormality. 


Discussion 


The structural changes hardly 
differed from those described by 
other workers. The most charac- 
teristic alteration was dilatation and 
flattening of the epithelium in the 
distal convoluted tubules, being 
present in nearly all the cases. 
This is in close accordance with 
the description given by Lucké 
(1946). 

The presence of pigmented casts in 
the lower portion of the nephron was 
another characteristic feature. The 
casts varied from brownish granular 
conglomerates to reddish corpuscles 
which were hardly distinguishable 
from erythrocytes, a finding which 
correlates well with the almost con- 
stant presence of hematuria. It is 
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Fig. 6—Case 7: biopsy on fifth day of anuria following traumatic cerebral cedema with shock, 
showing normal glomeruli and hydropic transformation in proximal cross-sections ; two 


distal convoluted tubules with poorly stained nuclei, desq of epitheli ; and two 


remarkable that no casts were found 
in the proximal tubules. 

Necrosis of tubular epithelium was uncommon ; when 
it was present, only a very few isolated cross-sections 
were involved. Admittedly the traditional two-dimen- 
sional histological technique is a poor tool in the search 
for the tubulorrhexic lesion described by Dunn et al. 
(1941) and Oliver et al. (1951) ; but, even using the micro- 
dissection technique, Oliver et al. reported that ‘in 
severely damaged kidneys, not all nephrons are affected, 
and in the moderate example only occasional ones.”’ 

Necrosis of tubular epithelium cannot be distinguished 
from the post-mortem autolytic changes which are 
universally present if fixation or necropsy is not done 
immediately after death. 

Hydropiec transformation of the protoplasm of the 


a 
Fig. 7—Case 2: 
stitial 


convolutions and glomeruli normal ( x 280). 


djoining distal cro 


kidney biopsy on third day of anuria after abortion, showing focal inter- 
i ining extr lar granular material. Owing to dense cellular 
infiltration it is impossible to state whether a disruptive tubular lesion is present or not. 
Distal cross-sections containing hem casts or cellular debris are seen. Proximal 


ti fairly well preserved (500). 


epithelium in the proximal tubules was common and 
striking in a large proportion of cases. Many different 
substances can produce these hydropic changes—e.g., 
hypertonic solutions of sucrose, glucose, lactose, and 
sodium sulphate (Lamy et al. 1906). Helmholz (1933) 
and Allen (1951) observed similar changes after the 
injection of other substances—e.g., urea, xylose, inulin, 
acacia, and creatinine. Dextran and similar plasma 
substitutes can also produce this lesion in laboratory 
animals (Goldenberg et al. 1947, Bing et al. 1951) and 
in patients with or without acute renal failure (Johnston 
et al. 1953, Vickery 1956). Using a specific staining 
method Vickery (1956) showed that the hydropic changes 
were correlated with intracellular dextran in the 
histochemical preparations. 

Milne (1955) and Relman and 
Schwartz (1956) suggest that the 
hydropic changes can be produced 
by severe potassium deficiency ; but 
the responsibility of dextran and of 
inulin could not be excluded in their 
patients. 

In the present material from 
patients with acute renal failure 
there was a high correlation between 
the presence of hydropic changes and 
the infusion of the above-mentioned 
substances, 21 of the 24 patients with 
hydropic changes having received in- 
fusions of dextran, sucrose, or sul- 
phate. Similar infusions had been 
given in only 1 of the 10 patients in 
whom no hydropic changes were 
found. There was no correlation be- 
tween the serum-potassium level and 
the existence of hydropic changes. 

Although we cannot explain why 
no hydropic changes were found in 1 
patient who had received dextran, 
our results suggest that hydropic 
changes in the proximal tubules are 
not typical for acute renal failure as 
such but are the result of thera- 
peutic measures. 
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Summary and Conclusion 

In kidneys from 33 severe cases of acute renal failure 
following shock the most important histological changes 
were: (1) dilatation of the distal convoluted tubules 
with attendant flattening of the ¢pithelium; (2) pig- 
mented casts in the distal convoluted tubules, Henle’s 
loops, and collecting tubules ; and (3) interstitial changes 
consisting of small foci of cellular infiltrations and edema. 

In many cases there were some dilatation of the proxi- 
mal tubules and moderate flattening of the epithelium 
but rarely more than can be seen in normally functioning 
tubules. 

Hydropic changes in the epithelium of the proximal 
tubules were a common finding ; but it is highly probable 
that this change was due to infusions of dextran, sucrose, 
or sulphate, and not to the kidney disease as such. 

Tubular necrosis and mitoses in the tubular epithelium 
were found in a few specimens. No unquestionable tubular 
disruptive lesions were seen, but the ordinary histological 
technique is insufficient to show this. 

The various histological changes occurred nearly with 
the same frequency in both the early days of the disease 
and the later stages. 

The most impressive general observation was the 
contrast between the moderate structural changes and 
the complete functional breakdown. 


REFERENCES 


A. The Kidney: Medical and Surgical Diseases. 
New or 
_geeinen, I., Teilum, G. (1951) Acta path. microbiol. scand. 


By waters, E. Dible, J. H. (1942) J, Path. Bact. 54, 111. 
Dunn, J. S8., Giilespie M., Niven, J. S. F. (1941) Lancet, ii, 549 
Gotten rg, M., Crane, R. 'D., Popper, H. (1947) Amer. J. ‘clin. Path. 
» 939. 
Iversen, P., Raaschou, F. (1955) Amer. J. Med. 19, 


sormse 
9. 
Hetmhoiz, H. F. (1933) J. Pediat. 3, 144. 


Iversen, P., Brun, C. (1951) Amer. J. Med. 11, 324. 

Johnston, E. V., Be nnett, W. A., Lundy, J. 8., Janes, J. M. (1953) 
Amer. J. Surg. 85, 720. 

Kark, R. M., Mue Theke, R. C. (1954) Lancet, 047. 

H., Mayer, A Rathery, F. (1906) J. Path. gén. 8, 


_. B. (1946) Milit. Surg. 99, 371. 
Mallory, T. B. (1947) Amer. J. clin. Path. 17, 427. 


Milne, M. D. (1955) Proc. R. Soc. Med. 48, 780. 

Oliver, J., MacDowell, M., Tracey, A. (1951) J. clin. Invest. 30, 1307. 
Relman, . 8., Sc hwartz, WwW. B. (1956) New pe J. Med, 255, 195. 
Vickery, i ig (1956) Amer. J. Path. 32, 16 


INSULIN TREATMENT OF SCHIZOPHRENIA 
A CONTROLLED STUDY 


Brian ACKNER 
M.A., M.D. Camb., M.R.C.P., D.P.M. 
PHYSICIAN, BETHLEM ROYAL AND THE MAUDSLEY HOSPITALS ; 
LECTU. R IN PSYCHOLOGICAL MEDICINE, POSTGRADUATE 
MEDICAL SCHOOL OF LONDON 


ARTHUR HARRIS 
M.A., M.D. Manc., D.P.M. 


PHYSICIAN, BETHLEM ROYAL AND THE MAUDSLEY HOSPITALS, 
LONDON 


A. J. OLDHAM 
M.D. Lond., D.P.M 


CONSULTANT PSYCHIATRIST, CANE HILL HOSPITAL, COULSDON, 
SURREY 


INSULIN-coma therapy of schizophrenia was introduced 
by Sakel over twenty years ago (Sakel 1935), and a vast 
literature on the results of this treatment has since 
accumulated. And yet, despite these numerous studies, 
despite the claims of enthusiastic supporters, and despite 
the vigorous protestations of Sakel himself (Sakel 1950), 
the evidence for the value of insulin remains far from 
convincing. In recent years papers critical of the evidence 
for the value of insulin have been published (Bourne 1953, 
David 1954, Gottlieb and Huston 1951, Lifschutz 1954), 
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and Seni is now a growing cmdenel to try the effect of 
the new ‘‘ tranquillisers’’ before resorting to insulin 
therapy. Boardman et al. (1956) claim similar results 
for treatment with chlerpromazine, and even previously 
enthusiastic exponents ot insulin therapy have reported 
that they have almost given up the treatment (J. N. P. 
Moore, personal communication). 

If insulin coma is effective, the growing tendency to 
abandon it must be reversed. If it is not, patients are 
being exposed to risks, and the hospital service is incurring 
expense to no good purpose. If it is true that insulin 
coma has a specific influence on schizophrenia, more 
research should be concentrated on the physiological 
mechanisms involved. If there is no such specific influ- 
ence, further inquiry along these lines is a waste of time 
and money. 

Clearly a reassessment of the results of insulin therapy 
is urgently needed, and the present work is an attempt 
to supply this need by means of a study designed to avoid 
some of the fallacies present in previous work. Since 
the need for a further assessment arises from these 
fallacies, they will now be considered in some detail. 


Fallacies in Previous Studies 
Selection of Patients 
To compare the reported results of treatment by 
different workers, it must be possible to assess how 
comparable are the various schizophrenic populations ; 
yet the age-distribution and the proportion of schizo- 
phrenic subtypes composing the group studied are often 


* not given. Some workers have included atypical or schizo- 


affective cases but have not indicated their proportion in 
the total group, although they are well known to have a 
more favourable outcome (Harris and Lubin 1952, Harris 
and Norris 1955). 

The duration of illness is now accepted as one of the 
most important prognostic factors in schizophrenia, yet 
many studies have been rendered inconclusive by the 
failure to separate the recent from the chronic cases and to 
specify results in relation to the duration of the psychosis. 

Reports on large groups of schizophrenics from different 
hospitals involve differences in the type of patient 
admitted, dissimilar diagnostic practices, variability in 
intensity of treatment, and lack of consistency in assessing 
outcome. 

There is evidence that, in recent years, mental-hospital 
admissions have contained a higher proportion of less 
severely ill patients with a more favourable prognosis 
(Harris and Norris 1954). As a result the outcome of 
even the illnesses of recent onset treated with insulin 
cannot validly be compared with those of the pre-insulin 
era. The finding by Malzberg (1943) that, in New York 
State, both the admission-rate and the discharge-rate of 
schizophrenics had risen since the institution of insulin 
therapy suggests that belief in the efficacy of the treat- 
ment, given as early as possible in the illness, and fear of 
depriving the patient of its benefits had led to an increased 
admission of early or doubtful cases. 

An adequate assessment of the results of insulin-coma 
therapy necessitates the comparison of the outcome of 
treated cases with those who have not received insulin 
but in all other respects can be considered to be alike. 
Many workers have not reported control series at all, or 
have referred to those of workers from other hospitals, 
but all the large control series reported are derived from 
the pre-insulin era. Though details are commonly given 
for the composition of the insulin-treated groups, less 
attention is often paid to the controls, and criteria of 
selection are often not indicated. 

Even if properly matched, untreated cases from another 
hospital or from the same hospital but derived from an 
earlier era, cannot properly be regarded as comparable. 
Apart from the factor of changing patterns of admission 
mentioned above, the influence of modifications in the 
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hospital environment, changes of doctors and nurses, and 
altered attitudes towards hospita] care cannot be ignored. 
A remission in the absence of specific treatment does not 
necessarily indicate that it is ‘‘ spontaneous ’’ and that 
no other favourable influences have played a part. In 
the past the untreated cases were often a neglected group, 
but in recent vears the increasing emphasis on resocialisa- 
tion and individual and group approaches has so altered 
the pattern of hospital care that many factors unrelated 
to the physical treatment are brought to bear on schizo- 
phrenics in a manner that rarely existed previously. The 
belief in the greater possibility of recovery, the atmos- 
phere of therapeutic enthusiasm, and the increased 
medical and nursing attention must all be powerful 
forces promoting recovery. 

This view is supported by the recent work of Hoenig 
et al. (1956), who compared the outcome of a group of 
early schizophrenics inthe Maudsley Hospital in 1934-35 
with a comparable group in the same hospital in 1948—50. 
They found that the results in the later group were much 
better than those in the earlier group, who had received 
no physical treatment. However, the results in those 
cases of the later group who had received no physical 
treatment were also much better than those of the earlier 
group, and it was concluded that factors other than 
physical treatment must be concerned in the difference 
in outcome between the two groups. 

A few workers have tried to compare an insulin-treated 
group of patients with a parallel control group cared for 
under similar conditions at the same time, but none of 
the studies is satisfactory. 


Notkin et al. (1939) compared a group of insulin-treated 
schizophrenics with a control group of patients in the same 
ward receiving saline injections, and they claimed no difference 
in outcome between the two groups. However, no criteria of 
selection for the two groups were given, and the patients 
appeared to be largely a chronic group not matched for 
duration of symptoms. The method of clinical assessment 
and follow-up procedure was also unsatisfactory. 

Lipschutz et al. (1939) compared groups of chronic schizo- 
phrenics treated with (1) insulin coma and resocialisation, 
(2) insulin coma without resocialisation, and (3) physiological 
saline solution and resocialisation. They claimed superiority 
of results in that order. However, the groups were small, and 
no criteria of selection were stated. The insulin and resocialisa- 
tion group which had the best outcome was a larger group 
than the others and appeared to contain more cases of shorter 
duration. 

Libertson (1941) compared an insulin-treated group with an 
equal number of patients not receiving insulin and claimed 
no difference in outcome between the groups for the early 
cases. However, the controls were cases unsuitable for insulin 
because they were either chronic or already recovering. Thus, 
although the average duration of symptoms of the controls 
was much larger than that of the schizophrenics, the short- 
duration cases in the control group appeared to consist largely 
of specially selected cases. 

Gottlieb and Huston (1951) treated three groups of schizo- 
phrenics with insulin, brief psychotherapy, and electrocon- 
vulsions and claimed that the outcome was not significantly 
different in the three groups. However, no criteria of selection 
of cases were given, the duration of symptoms for each group 
was not stated, and the group appeared to differ in their 
composition of subtypes. Furthermore, their technique of 
insulin-coma therapy is open to criticism. 

Lifschutz (1954) compared an Army group of insulin-treated 
and non-treated schizophrenics and claimed no difference in 
outcome between the two groups. However, no criteria for 
selection were given ; and, although these groups were named 
acute, chronic, and unknown, there was no indication that they 
were strictly matched for duration of symptoms. Electro- 
convulsions were apparently given to both groups, but to what 
extent was not stated. 


Nowhere does there appear to have been reported a 
control group properly matched for age, sex, subtypes, 
and duration of symptoms, selected by randomisation, 
and treated at the same time and under general conditions 
similar to an insulin-treated group. 
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Technique of Insulin-coma Therapy 

A lack of consistency in insulin-coma technique often 
makes comparison of results reported by various workers 
difficult. Often no details of the technique are reported 
at all, and in some investigations reported there may be 
variability between different workers in their criteria of 
sopor and coma, in the duration of coma permitted, and 
in the number of coma treatments given. 

Another serious difficulty arises from the almost general 
practice of administering electroconvulsions (or leptazol - 
in previous years) in a variable manner during the course 
of insulin administration. Clearly any control group 
which has not also received electroconvulsions cannot be 
regarded as valid for the assessment of the effect of insulin 
complicated in this way. 


Weinberg and Goldstein (1942) treated 100 schizophrenics 
with insulin coma three months after their failure to respond 
to metrazol therapy, and they claimed a high remission-rate. 
However, since a comparable group of insulin failures subse- 
quently treated with leptazol was not reported, the factor 
of increased duration of hospital treatment could not have 
been taken into account. 

Rees (1949) compared the results of treatment with insulin, 
electroconvulsions, and electronarcosis in 16) schizophrenics 
and claimed definite superiority for insulin treatment. How- 
ever, although the three groups were well matched, there is no 
indication whether the 160 patients were consecutive admis- 
sions or drawn from a large population, and how the selection 
was made which determined the treatment. 


Mode of Assessment of Outcome 

In any controlled clinical trial the potential bias of the 
observer must be excluded by his having no prior know- 
ledge of the treatment given to the groups being assessed. 
Unfortunately this condition has never been achieved in 
the reported studies on insulin treatment. Not only have 
the results always been assessed with a full knowledge of 
which were the controls and which were the insulin- 
treated patients but also commonly the assessment was 
made by those responsible for the therapy and therefore 
not disinterested observers. 

The variable and often ill-defined criteria of outcome 
of treatment used by many workers has created difficulties 
in the assessment of results : 


Sometimes only immediate outcome of treatment has been 
considered, and often results have been expressed solely in 
terms of percentage of patients discharged or allowed out 
on parole. 

The length of time following treatment at which the patient 
leaves hospital is often not stated, and in these circumstances 
the success cannot necessarily be ascribed to the treatment. 

Assessment in terms of reduced hospitalisation time also 
cannot be accepted by itself as a valid criterion, for increasing 
pressure on beds in overcrowded hospitals, and the tendency 
for the enthusiastic therapist to discharge his treated patients 
earlier than was the custom, will both tend to affect discharge 
policy in the direction of reduced stay in hospital. 

Furthermore, the ability of a patient to leave hospital and 
to remain in the community must clearly depend in part on 
social factors, such as the home conditions and the capacity of 
relations to tolerate and adjust to psychotic symptoms and 
behaviour abnormalities. 


In reporting results the categories ‘‘ recovered’? and 
‘* much improved ”’ are often grouped together in different 
ways by various workers : 


Some workers believe that no case of schizophrenia severe 
enough to be institutionalised recovers without some person- 
ality deterioration (Lewis and Blanchard 1931). 

Ross and Malzberg (1939) report high recovery and much- 
improved rates, claiming “ recovery ’’ to mean symptom-free 
with insight, and ‘“‘ much improved ’’ to mean symptom-free 
without insight. 

Most other workers have placed less emphasis on the pre- 
sence of insight and have been prepared to accept as “‘ recov- 
ered ’’ all symptom-free cases, while including under ‘ much 
improved ”’ or “‘ social recoveries *’ those patients still showing 
mild symptoms or personality defects who are able to return 
to an independent existence in the community. 
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allows of much variability in the range of outcome but never- 
theless is to be preferred to the use by some workers of the 


” 


category “remission”’ often without any attempt at all to 


define terms. 


Follow-up Studies 
Many follow-up studies have not indicated the methods 
used to assess the clinical status of the patient : 


Contacts with the patient or with a relation by post, or by 
interview with the doctor or a psychiatric social worker, have 
all been used, but in what proportions in any one study it is 
often difficult to determine. F 

Sometimes the follow-up periods are fixed from the time 
of discharge of the patient from hospital instead of from the 
time of termination of treatment ; consequently recoveries 
which have occurred in hospital long after the termination of 
treatment are ascribed to the treatment. 

The same source of possible error occurs in the common 
practice of reporting the clinical status at each follow-up 
period in terms of percentages of the original group instead of 
in terms of the previous follow-up group. By this procedure 
recoveries occurring many years after the termination of 
treatment are ascribed to the treatment. 

Sometimes no fixed follow-up periods are stated, and results 
are given for a group within which the follow-up duration 
varies from a few months to a few years. 

Sometimes relapse-rates are really readmission-rates, and 
no account is taken of the relapsed cases remaining in the 
community. 

In reporting follow-up results little account may be taken 
of untraced cases or the results sta in terms of the 
percentage of cases actually followed up. 


Design of Controlled Study 


The design of a controlled study of the therapy of 
schizophrenia is evidently difficult because of the ill- 
defined diagnostic criteria, the heterogeneous nature of 
the disease, its variable and only partially predictable 
spontaneous course, and the lack of clear-cut standards 
of improvement or of recovery. To assess effectively the 
results of insulin-coma therapy many criteria must be 
satisfied, and among them the following appear impor- 
tant : 

.The patients selected should all have undoubted schizo- 
phrenia and be such that all experienced psychiatrists would 
regard them as good subjects for the treatment. The patients 
should thus all have a clearly defined onset of symptoms of 
under one year’s duration and should not have had an insidious 
onset or a marked abnormal personality. 

The age range should be such as to exclude the menopausal 
and adolescent psychoses, which may have a different prog- 
nosis. 

To avoid including those with a tendency to rapid remission, 
patients should not be accepted until a few weeks after their 
admission, 

Those undertaking the insulin therapy should not be 
responsible for the selection, diagnosis, and subsequent assess- 
ment of the patients. 

The schizophrenic group so selected should be divided into 
diagnostic subtypes because these are usually believed to differ 
in their outcome, and the subtypes should be separately 
randomised into treatment and control groups. Both these 
groups should be treated contemporaneously under the care 
of the same doctors and nurses. They should be treated in the 
same ward; and, except for the actual administration of 
insulin, the controls should receive treatment which in all 
other respects is comparable to that given to the insulin group. 

Those originally responsible for selecting the patients should 
assess results without any knowledge of the treatment received 
by the patients. This assessment should be made in accordance 
with previously agreed and defined criteria, and it should be 
made at suitable intervals after the end of treatment. 


Present Investigation 


Ackner (1951) suggested a project fulfilling the above 
criteria in which it was proposed tbat the controls should 
receive barbiturates instead of insulin to induce loss of 
consciousness. The implementation of this proposal took 
time but was finally achieved in a coéperative study 
initially on patients in Cane Hill Hospital and later 


Royal Hospitals. 

One of us undertook the insulin treatment of the Cane 
Hill Hospital patients, while another was responsible for 
the treatment of the Maudsley and Bethlem patients. 
The patients treated had been originally admitted under 
either our own care or the care of other physicians at the 
hospitals who had previously agreed to their patients 
being included in the project. 

Patients with a presumptive diagnosis of schizo- 
phrenia, aged 18-40, with no history of previous psychotic 
symptoms, and with an apparent history of less than a 
year’s duration were seen after they had already been 
fully investigated for some weeks in hospital. They 
were diagnosed and selected by the two of us not respon- 
sible for the treatment at the hospital in question, and 
no patient was accepted unless there was complete agree- 
ment on the diagnosis and duration of symptoms. No 
atypical cases or those already showing signs of recovery 
were accepted. So strict were the criteria of selection 
that, of all early schizophrenics offered as being suitable, 
nearly 50% were rejected on the grounds of doubt about 
diagnosis or duration of symptoms. After a patient had 
been accepted and the diagnostic subtype (hebephrenic, 
paranoid, catatonic, schizo-affective) agreed, the random- 
isation into the insulin or narcosis group was made by 
the physician responsible for the treatment and without 
the knowledge of the other two concerned. 


METHOD OF TREATMENT 


: Insulin and Control Groups 


The randomisation into insulin and narcosis groups was 
made for each sex separately for the Bethlem-Maudsley 
patients and for the Cane Hill patients. The procedure 
was as follows : 

Paranoid or hebephrenic schizophrenia.—The grouping of 
the Ist paranoid or hebephrenic patient of either sex was 
decided by the toss of a coin ; the 2nd patient of the same sex 
and diagnostic category was allocated to the opposite group ; 
the 3rd patient according to the toss of a coin, and so on. If 
@ patient did not complete treatment for such reasons as 
discharge against advice and technical difficulties in the 
insulin series, he was removed from the group, and his place 
was taken by the next patient with the appropriate sex and 
subcategory. 

Schizo-affective psychosie and catatonic schizophrenia.— 
Patients with schizo-affective psychosis and catatonic states 
often respond well to electroconvulsions; so, to avoid the 
confusion of results caused by combined treatment, these 
patients were first given a course of ten electroconvulsions at 
the frequency of 2-3 treatments a week. If they were con- 
sidered then by the assessors to have recovered, no further 
treatment was given ; but, if they were considered still to be 
actively schizophrenic, each patient was randomised as above 
into the insulin or narcosis group. 

Therapeutic Environment 

Every matched pair of patients having insulin or 
narcosis treatment was treated, so far as practicable, in 
the same therapeutic environment in all other respects. 
The fact that two separate insulin units, at Bethlem and 
at Cane Hill, were used, and that the sexes were segre- 
gated for treatment, did not impair this aim, because all 
male and female patients accepted into the series were 
matched separately at the two hospitals. 

At Bethlem Royal Hospital the insulin unit is shared 
by males and females, who are segregated only for treat- 
ment, toilet, and sleeping. The unit is self-contained and 
only includes patients under treatment. 

At Cane Hill Hospital separate insulin units for male 
and female patients are situated in two wards which are 
also occupied by patients not under insulin treatment. In 
both hospitals all patients having insulin treatment, 
whether in our series or not, spent their non-treatmeut 
hours as a group, engaging in the usual programmes of 
occupational and recreational therapy. All the patients 
in our series were told they were having coma treatment 
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and were in no way distinguished from the patients in 
the unit who were not in our series. The purpose of the 
project was explained to the nurses, who were carefully 
trained. to treat every patient alike. All the patients 
received the same number of injections and doses of 
medicine in the course of the day, whether they were 
having insulin or narcosis treatment. 
Drugs Used 

The problem of a suitable narcotic agent was investi- 
gated at Cane Hill Hospital, where, after a short trial, 
it was decided that equal parts of sodium amylobarbitone 
and sodium quinalbarbitone produced within an hour a 
state of deep sleep which tended to lighten considerably 
after a further thirty minutes. Subsequently the intro- 
duction of dexamphetamine solution into the stomach 
would awaken the patients after a further period of about 
fifteen minutes. The following agents were then used : 


} for intramuscular injection 
(3) Narcosis control mixture : 
Infusion of gentian 
Brandy .. 
Azorubrum 


.. drachm 
drachm 


to be taken 
. 4-5 min. 


by mouth 


Aqua ad fl. oz. 

(4) Narcosis mixture : 
Sodium amylobarbitone - gr. 3 
Sodium quinalbarbitone —« 2 | to be taken 
Aqua ad fl. oz. 


Brandy was needed to suppress the taste of the barbitur- 
ates which were difficult to match; azorubrum was 
needed to match the red colouring given off by the sodium 
quinalbarbitone tablet. 


Therapeutic Technique 

Treatment was given daily except on Saturdays and 
Sundays and started at 7 a.m. after a fast from 7 P.M. 
on the preceding day. Patients in the insulin group 
received the appropriate intramuscular injection of 
soluble insulin, and those in the narcosis group were given 
a similar injection of sterile water. At about 8.45 a.m. 
each patient in the narcosis group was given a drink of 
narcosis mixture, and every insulin-group patient a 
similar drink of narcosis control mixture. 

For the insulin group the definitions of coma and 
sopor were those used by Sargant and Slater (1954)— 
i.e., coma is a state of unconsciousness in which the 
patient does not react purposefully to painful stimuli, 
and sopor is a state from which the patient cannot be 
fully aroused although able to react purposefully to 
painful stimuli, 

For the narcosis group dosages of the narcosis mixture 
were gradually increased until deep sleep came on at 
about 9.30 a.m., many of the patients later reaching a 
state of unconsciousness equivalent to coma. 

After thirty minutes’ coma the insulin- ‘group patients 
were given a nasal feed of one pint of 33% glucose 
solution, while the narcosis-group patients received a 
nasal dose of one pint of dexamphetamine solution made 
by dissolving in water a dose of dexamphetamine in 
milligrammes equal to twice that of the combined 
barbiturates in grains. 

Any insulin-group complications were treated in the 
standard manner. It was intended that, if a barbiturate 
coma became “ irreversible,’’ methamphetamine should 
be given intravenously, but the occasion never arose. 

35-40 insulin comas (or the narcosis equivalent) were 
administered in all the cases. This sometimes involved a 
slightly longer period of treatment for the insulin group 
owing to the longer time needed to obtain coma dosages 
of soluble insulin. 


ASSESSMENT OF RESULTS AND FOLLOW-UP 
PROCEDURE 
On completion of treatment every patient was seen by 
the two physicians who had not been responsible for the 
treatment, and the mental state was assessed without 
any knowledge of the treatment received. Six months, a 
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year, and thereafter yearly after the ona of treatment the 
patient was again seen by the same assessors (who were 
still ignorant of the treatment given) and classified on 
two 3-point scales, one referring to his clinical state 
judged at interview and the other to his present social 
status. These scales were as follows : 

Clinical state : 

(1) Symptom-free and apparently fully recovered. 

(2) Residual defect. 

(3) Psychotic symptoms still present. 

Social status : 

(1) Independent. 

(2) Socially dependent. 

(3) Hospital inmate. 

Patients were judged to be fully recovered when no 
psychotic symptoms or impairment of personality could be 
detected and when they had apparently returned to their 
prepsychotic state. If any psychotic symptoms at all 
were detected they were so categorised. If no psychotic 
symptoms were detected but the patient exhibited 
personality changes—e.g., flattening of affect, loss of 
drive, and poor concentration—he was categorised as 
‘residual defect.’’ Patients were judged to be ‘ inde- 
pendent ’’ if they were working and eariting a living or 
performing their duties as housewives normally. If 
dependent on relations or social agencies for their keep, 
or if inefficient as housewives, they were categorised as 
socially dependent.”’ 

No attempt was made to rate patients on the much- 
used but unsatisfactory category of ‘‘ much improved.”’ 
Qur patients were either clearly recovered or still ill in 


various respects. 
RESULTS 


The clinical state at the end of treatment had often not 
settled fully enough to categorise adequately, but the 
picture six months after treatment had ended was clear 
enough to enable a reliable rating to be made. 

Up to date some patients have been followed up for 
more than two years, but others have not yet completed 
their six-month follow-up period. This report presents 
the results of the first 25 matched pairs who have com- 
pleted the first six-month follow-up period. Of the 50 
patients 48 were personally seen by the assessors, and in 
many cases relations were interviewed by them at length. 
The 2 patients not seen were both in other mental hos- 
pitals, and comprehensive reports concerning their 
condition were received. 

Of the 25 pairs 12 were female and 13 male. There were 
18 pairs of paranoid schizophrenics, 6 pairs of hebe- 
phrenics, and 1 pair of schizo-affective psychotics. 

The results are shown in the accompanying table. A 
brief note on the schizo-affective and catatonic patients 
accepted for the series during the period under review 
is needed. 

The 11 schizo-affectives were all in a state of consistent 
depression but showed in addition such schizophrenic 
features as delusions of persecution and influence of an 


RESULTS 
Insulin Controls 
Cane Bethlem- Cane ethlem- | 
Hill Maudsley Tot@l Hill Maudsley Total 
Clinical state : 
Recovered 6 3 9 5 5 10 
Residual defect 2 2 4 3 1 ; 4 
Still psychotic 6 5 ll 6 5 :- 
Social status : 
Independent .. 7 6 13 6 6 12 
Out of hospital 
but dependent 2 3 5 2 1 3 
In hospital a 5 1 6 6 4 10 
Dead | 0 1° 1 0 0 0 
Total 14 11 25 14 11 | 26 


* Killed while cycling after discharge from hospital. 
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oda bizarre nature, canals feelings, or thought disorder 
of schizophrenic type. 6 recovered completely after 
electroconvulsions, 2 discharged themselves against 
advice, and 3 went on to the insulin/narcosis series. Of 
the 3 catatonics, 1 recovered completely after electro- 
convulsions, and 2 went on to the insulin/narcosis series 
but being of opposite sexes did not form a matched pair. 


Discussion 


It will be readily seen from the table that the results 
for the insulin and narcosis groups are so similar that no 
statistical treatment of significance is necessary. The 
only possible exception relates to the number of patients 
remaining in hospital, where the figures show an apparent 
tendency in favour of the insulin group. However, the 
difference between the 10 in the narcosis group and the 6 
in the insulin group remaining in hospital is statistically 
not significant whether considered separately for each 
hospital or for the total of the two together. 

It will be seen that the similarity in outcome for the 
two groups applies not only to the overall figures but 
also to the two hospitals considered separately. This is 
very striking in view of the fact that the hospital environ- 
ments and personnel are different and that Bethlem and 
the Maudsley hospitals only admit voluntary patients. 
Furthermore the results of treatment are not only 
remarkably similar but are also good. Six months after 
treatment 40% of the patients remain fully recovered 
(excluding any who might be considered much improved, ) 
and this figure has not been bettered in any reported 
series. 

The results presented are based so far on a small number 
of patients. However, many other reported series have 
not contained as many as 50 early schizophrenics, and our 
series would have been larger by now if so many cases 
had not been rejected at the time of selection. The small 
size of the series is, however, probably compensated for 
by the careful selection and randomisation of the groups. 
At no time have the assessors ever had any knowledge 
of the group to which a particular patient might belong, 
and they still remain in ignorance. As a result no bias in 
assessment was possible, and rating was often severe. On 
a few occasions a relation insisted that a patient was 
fully recovered and completely back to his former self, 
but this was not accepted and a rating of ‘‘ residual 
defect ’’ was made. 

- The results so far show that there is no significant 
difference in the outcome of treatment whether uncon- 
sciousness has been induced by insulin or by barbiturates. 
They do not demonstrate that the coma régime has no 
therapeutic effect. During insulin therapy patients are 
subjected to powerful group influence and _ receive 
increased medical and nursing care in a special setting. 
Daily they are exposed as a group to the threat of being 
rendered unconscious. Daily they are brought back to 
consciousness by doctors and nurses on whom they become 
dependent. The new relationships so built up cannot be 
ignored, for it could be that the coma régime is helping 
to establish that lost capacity for relationship with others. 
But the results suggest that insulin is not the specific 
therapeutic agent of the coma régime as has so often 
been claimed. We intend to follow up these and other 
patients for a longer period and present further results 
at a later date. 

Summary 

Schizophrenics, aged 18-40, with a history of psychosis 
for less than a year, were randomised separately, according 
to sex and diagnostic subtype, into an insulin and a 
barbiturate group. 


The insulin group received the standard insulin-coma, 


therapy, and the barbiturate group was treated in the 
same ward, under similar conditions, the only difference 
in treatment being that unconsciousness was produced 
by oral barbiturate. 
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The initial diagnosis and subsequent assessment of 
outcome were made without any knowledge of the 
treatment given. . 

The results of treatment for the first 50 patients fol- 
lowed up at the end of six months reveal no significant 
differences between the two groups. 

No conclusion can be drawn about the therapeutic 
value of the coma régime, but the results suggest that 
insulin is not the specific therapeutic agent. 

We are indebted to Dr. A. Walk, physician-superintendent, 
Cane Hill Hospital, for willing collaboration ; Dr. D. L. Davies, 
Dr. J. Dewsbery, Dr. W. Linford Rees, and Dr. F. Post 
for reterring patients to us; Mr. A. E. Maxwell, of the Insti- 
tute of Psychiatry, for statistical advice ; Mr. J. Tremowden, 
chief pharmacist, Cane Hill Hospital, for his help; and the 
nurses and junior doctors of Bethlem Royal and Cane Hill 
Hospitals for their conscientious supervision of the treatment. 
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THE EFFECT OF AN AEROSOL 
DETERGENT IN CHRONIC BRONCHITIS 


K. N. V. PALMER 
M.A., M.D. Camb., M.R.C.P. 
SENIOR LECTURER IN MEDICINE IN THE UNIVERSITY OF 
e ABERDEEN 

In chronic bronchitis the bronchial secretion is more 
copious, adhesive, and viscid than normal. During an 
acute infection it is opaque, yellow, and less viscous. 
During recovery and in the chronic phase it becomes 
clear, gelatinous, and more viscous (Elmes and White 
1954). When the sputum is purulent its viscosity can be 
reduced by streptodornase as an aerosol (Armstrong and 
White 1950), but when the sputum is mucoid its viscosity 
cannot be reduced by any specific enzyme. 

Since the purulent phase lasts only a few days when 
suitable antibiotics are used, and since patients expec- 
torating mucoid sputum do not benefit from chemo- 
therapy whatever organism is present (May 1953), the 
great problem is to reduce the viscosity and thereby to 
aid the expectoration of the viscid mucoid sputum during 
the chronic phase of bronchitis. 

American workers have reported that the proteolytic 
enzyme trypsin given as an aerosol is of value for this 
purpose (Unger and Unger 1953). This substance is 
irritant, however, and the coughing it produces is prob- 
ably the most important factor in the removal of the 
sputum. Moreover, since trypsin is a foreign protein, 
there is a risk of sensitisation, and pre-malignant changes 
in the bronchial mucosa have been reported after its 
use (Farber et al. 1954). 

Aerosol detergents have been developed to reduce the 
viscosity of the mucoid bronchial secretion and to aid 
expectoration (British Medical Journal 1954). The effect 
of such a preparation, ‘ Alevaire,’ in chronic bronchitis is 
reported here. Alevaire is produced by Bayer Products. 
It contains 0-125% of a detergent superinone (‘ Triton 
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WR. 1339’) in a sterile aqueous solution containing 2% 
sodium bicarbonate and 5% glycerin. The glycerin is 
added to stabilise the aerosol draplets. Alevaire is 
administered in a nebuliser which delivers a fine ‘‘ dry ” 
mist with a particle size of 0-5-3-0 u. The nebuliser is 
attached to a suitable air-compressor or oxygen supply. 
The two atomisers which we have used for this purpose 
and found very suitable are the ‘ Collinson’ and the 
‘Oxygenaire.’ Alevaire is unsuitable for use by steam 
inhalation. 
Method 

Twenty-five patients with chronic bronchitis were 
studied. They had been in hospital for several weeks, 
were expectorating mucoid sputum, and were not having 
any drugs; hence they were all considered to be in a 
stable phase. Throughout the period of observation they 
were ambulant in a well-heated and well-ventilated ward, 
and an adequate intake of fluids was ensured. 

The trial period extended over three consecutive 
weeks: (1) a week with no treatment; (2) a week of 
daily inhalations of alevaire; and (3) a week of daily 
inhalations of a control solution. The order of (2) and 
(3) was decided by random selection. The nature of the 
substances given was unknown to the patient, the 
nurses, and the persons making the clinical assessment 
and measuring the viscosity. The control solution was 
the same as alevaire except that it did not contain the 
detergent—i.e., it consisted of water, 2% sodium 
bicarbonate, and 5% glycerin. The solutions were given 
for an hour t.d.s., the solution being nebulised in the 
Collinson or oxygenaire apparatus by oxygen at a rate 
of 8 litres a minute, which is equivalent to about 15 ml. 
of the solution an hour. Assessment of the patients 
consisted of two parts: clinical assessment and measure- 
ment of viscosity of the sputum. 


Clinical Assessment 

The patients were examined daily. Inquiry was made 
about cough, dyspnoea, wheeze, and any difficulty in 
coughing up the sputum. Physical signs in the chest 
were noted, special attention being paid to rales and 
rhonchi. The amount of sputum for the 24-hour period 
was measured. 
At the end of 
each weekly 
period an 
assessment of 
improvement 
was made: (1) 
subjective 
improvement 
(i.e., whether 
the patient felt 
better and 
could expecto- 
rate more 
easily after the 
inhalations) ; 
and (2) objec- 
tive improve- 
ment (i.e., 
changes in 
rales and 
rhonchi and a 
significant 
reduction in 
the amount of 
sputum pro- 
duced daily). 


Viscosity of 
Sputum 
Viscosity was 
measured in a 
cone-and- plate 


Cone-and-plate viscometer: A, plate rotated by 
constant-speed electric motor; B, cone sus- 
pended on phosphor-bronze wire ; C, mounting 
of suspension wire; D, light-beam reflected 
from top of cone to circular scale. 
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TABLE 1-25 PATIENTS WITH CHRONIC BRONCHITIS TREATED 
WITH AEROSOL THERAPY 


Improvement Viscosity 
of sputum 
decreased 
Objective Subjective 
Period I : 
No treatment 2 2 1 
Period II: 
Alevaire by aerosol . . 4 17 { 3 
Period 
Control solution by aerosol. . 6 18 2 


viscometer specially designed and constructed for this pur- 
pose (see figure). It censists of a plate (A) rotated by a 
constant-speed electric motor; a cone (B) suspended on a 
phosphor-bronze wire ; a mounting (C) of the suspension 
wire designed to ensure that the distance between the 
cone and the plate remains constant for each measure- 
ment ; and a light-beam (D) reflected by a small mirror 
on top of the cone to a circular scale. The viscometer has 
a low rate of shear which is constant. It has a wide range 
and is easily cleaned after each measurement. The 
coefficient of variation was 2% with glycerin and 10% 
with sputum. 

To measure viscosity the gap between the cone and the 
plate is exactly filled with 2 ml. of sputum from a syringe. 
When the motor is turned on, the plate rotates at 1 r.p.m., 
and the cone follows the movement of the plate until the 


TABLE Il-—EFFECT OF VARIOUS AEROSOLS ON 


SPUTUM 


VISCOSITY OF 


Viscosity of sputum (degrees of deflection) 


Case 1 Case 2 
Aerosol | | 
Reduc- | Reduc- 
Before | After tionin| Before After | tion in 
aerosol] aerosol | viscos- | aerosol | aerosol | viscos- 
ity (°%) ity (%) 
Alevaire os 37° 92° 32-9 210° 170° 19-1 
Control solution 135° 81° 40-0 256° 195° 23-9 
Saline solution 155° 100 35°5 228° 188° 17-6 
Water .. . 132° 85° 35-6 230 175° 23-9 


torque developed in the suspension wire is sufficient to 
overcome the viscous forces of the sputum. After a 
few minutes to allow for stabilisation the deflection 
produced is read off the scale. This gives the viscosity of the 
sputum, the deflection increasing with greater viscosity. 
Since the method was developed to measure changes in 
viscosity instead of absolute values, the scale is marked 
in degrees. 

Morning specimens of sputum were used because the 
viscosity of the sputum was greatest then. The sputum 
was expectorated into a dry glass container and examined 
as soon as possible afterwards. Spontaneous daily varia- 
tions in viscosity were common ; therefore the means of 
the viscosity measurements for each week were com- 
pared. When the means differed by 20° or more, the 
viscosity of the sputum during that week was considered 
to have changed. 

Results 


The results (table 1) show that aerosols of alevaire and 
of the control solution are equally effective in bringing 
about considerable symptomatic improvement in patients 
with chronic bronchitis, the main effect being that the 
patients can expectorate more easily. A few patients 
show objective improvement and changes in the viscosity 
of the sputum with either aerosol. No significant change 
in the volume of sputum produced daily was found 
except in the few patients who showed objective improve- 
ment during the trial, and in these -the sputum either 
diminished considerably or disappeared. (Those patients 
who showed objective improvement clinically were not 
always those that showed changes in viscosity of sputum.) 
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No advantage was found i in using an of 
rather than the simpler control solution. The main 
action of either aerosol was that it enabled the patient to 
expectorate more easily. This effect could be due either 
to simple hydration of the viscid sputum or to a direct 
action of the sodium bicarbonate on the mucoid sputum, 
for salts have been shown to reduce the viscosity of 
_mucins in vitro (Blair 1952). Accordingly an investigation 
was undertaken to determine whether an aerosol con- 
taining sodium bicarbonate had any striking advantage 
over a simple water aerosol. 


Further Investigation 


First Experiment 
Two patients with severe chronic bronchitis, who were 
in a stable phase, were given inhalations of either 


TABLE ITI—EFFECT OF SOLUTIONS IN VITRO ON VISCOSITY OF 
SPUTUM 


Viscosity of sputum 


(degrees of deflection) Mean 
Tube containing | ee - reduction 
| | | in viscosity 
Ist day 2nd day 3rd day (%) 
Sputum .. oe 145° 155° 151° | 
Sputum +alevaire| 76° 80° 
Sputum +control 84° 83° 45-9 
Sputum +saline solution | 66° 89° 74° 49-2 
Sputum +water .. 84° 69° 48-8 


alevaire, the control normal saline or 
water on consecutive days for an hour by either an oxy- 
genaire or a Collinson inhaler. The order in which the 
substances were given was decided at random, and 
the nature of the substance inhaled was unknown before 
the viscosity was measured. The viscosity of the sputum 
produced during an hour before the inhalation was 
measured and compared with the viscosity of that 
produced during an hour after the inhalation. 

Result.—Table 1 shows that, although there was a 
considerable reduction in the viscosity of the sputum 
after an hour’s aerosol therapy, it was about the same 
for alevaire, sodium bicarbonate, saline solution, and 
water. 

Second Experiment 

A specimen of mucoid sputum from a patient with 
chronic bronchitis was put into labelled test-tubes as 
follows: (1) 3 ml. of sputum ; (2) 2 ml. of sputum +1 ml. 
of alevaire; (3) 2 ml. of sputum+1 ml. of control 
solution; (4) 2 ml. of sputum+1 ml. of normal saline 
solution ; and (5) 2 ml. of sputum+1 ml. of water. The 
tubes were incubated for an hour at 37°C, and at the 
end of that time 2 ml. of the mixture was taken and its 
viscosity was measured. The experiment was repeated 
on three consecutive days with fresh specimens of sputum 
from the same patient. 

Result.—Table 111 shows that there was a considerable 
reduction in viscosity; but the reduction was not 
greater in the tubes containing salts than in that con- 
taining water alone. 


Comment 

The results of these experiments show that inhalations 
of an aerosol detergent solution (alevaire) and a control 
solution without the detergent facilitate the expectoration 
of viscid mucoid sputum in patients with chronic bron- 
chitis equally. There therefore seems to be insufficient 
evidence to warrant the use of the detergent in the 
aerosol solution. Evidence from the second experiment 
suggests that the symptomatic improvement observed 
when either aerosol was given was due to the hydration 
of the viscid sputum by the water in the aerosol, which 
suggests that the addition of sodium bicarbonate is 
unnecessary. To obtain satisfactory results it is of great 
importance that an effective nebuliser be used because 
the particles of the aerosol mist must be small enough 
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to ‘the: and alveoli, In with 
viscid mucoid sputum the maintenance of an adequate 
intake of fluids and the avoidance of drugs, such as pethi- 
dine and morphine, which increase the viscosity of sputum 
(Blanshard 1955) are also of great importance. 


Summary 


An aerosol solution (alevaire) containing a detergent 
and sodium bicarbonate, and a control solution containing 
sodium bicarbonate but no detergent, were studied in 
twenty-five patients with chronic bronchitis. 

Both solutions were found of value in enabling the 
sputum to be expectorated; but, since this effect 
appeared to be due to the hydration of the viscid sputum, 
it is suggested that a simple water aerosol given by an 
efficient nebuliser would .be equally effective. 


My thanks are due to Dr. Ripley Oddie, of Bayer Products 
Ltd., who supplied the alevaire and the control solution ; 
Dr. Gerald Blanshard for his advice during the construction of 
the viscometer ; and Dr. J. Knox and Sister M. L. Greenwood, 
who helped with the trial. 
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NEISSERIA FLAVESCENS AS A CAUSE OF 


MENINGITIS 


A. W. PRENTICE 
M.A., M.B. Camb. 


FORMERLY HOUSE-PHYSICIAN, REDHILL COUNTY HOSPITAL, 
SURREY 


Tus case of meningitis appears to have been due to 
Neisseria flavescens, which has only been reported once 
as being responsible for meningitis—in a mild epidemic 
in America in 1930. 


A boys aged 10 years, was admitted as a medical emergency 
on July 4, 1956, with a history of having hurt his neck five 
days previously doing somersaults at school. Two days before 
admission his neck became painful and stiff, and he developed 
pyrexia (101°F). On the day of admission he developed 
nausea and vomiting. 

On examination he was flushed, pulse-rate 127, pyrexia 
(101°F), severe neck stiffness, positive Kernig’s sign, and 
enlarged tonsils, with some soft glands in the anterior triangle 
of the neck. 

Investigations.—Lumbar puncture produced clear colourless 
cerebrospinal fluid (c.s.F.) under a pressure of 120 mm., 
showing a normal rise and fall on Queckenstedt’s test, and 
containing 26 cells r ¢c.mm, (lymphocytes 10%, poly- 
morphs 80%, endothelial cells 10%, and scanty red blood- 
cells) ; protein 50 mg. per 100 ml. (globulin not increased) ; 
sugar 80 mg. per 100 ml. ; and a few gram-negative diplococci. 
Culture on blood-agar and heated blood-agar produced, at 
twenty-four hours, small convex smooth colonies on both 
media, resembling those of the meningococeus. The oxidase 
test was positive. After forty-eight hours some yellow pig- 
mentation was apparent. The organism was a gram-negative 
diplococcus, some large forms being noted. On subculture 
no growth was obtained on nutrient agar but good growth 
was obtained on semi-solid agar. Glucose, lactose, saccharose, 
and maltose were not fermented. The colonies emulsified 
readily in saline solution, but clumped spontaneously almost 
at once. No reaction was apparent with meningococcus 1 
or 11 antisera. These characteristics correspond to those of 
Neisseria flavescens, which was. first isolated by Branham 
(1930) from the c.s.¥F. in an outbreak of meningitis in Chicago. 

Treatment.—The boy was treated with ‘ Distaquaine V’ 
oral penicillin 400,000 units six-hourly for seven days. His 
temperature returned to normal after thirty-six hours and 
remained so. 
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Other Investigations.—A chest radiograph showed nothing 
abnormal. Examination of the blood showed Hb 95% and 
white cells 6500 per c.mm. (differential count normal). A 
throat swab grew a few Neisseria catarrhalis and Streptococcus 
viridans. 

Progress.—The boy was discharged after fourteen days, by 
which time his symptoms and signs had completely dis- 
appeared. Seen as an outpatient on Aug. 14, 1956, he was 
quite well. No further cases were reported in his family, or 
in his area. 


My thanks are due to Dr. H. H. Leggett, physician-super- 
intendent of Redhill County Hospital, for permission to pub- 
lish, and to the Group Laboratory, Redhill County Hospital, 
for the details of laboratory investigations. 
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PREDIABETES is now a well-established entity. The 
abnormal underlying disorder makes itself apparent 
particularly by the production of babies who are too 
large, too heavy, fat, edematous, rubicund, weak, and 
‘*eushingoid.’’” Many are stillborn or die shortly after 
birth. This phenomenon may occur several years before 
the mother becomes overtly diabetic. 

Other clues in the detection of prediabetes are: 
(1) a family history of diabetes; (2) glycosuria during 
pregnancy (which should not be passed over too lightly 
as due to ‘‘low renal threshold’’); and (3) repeated 
abortions, 
“toxemia 
of preg- 
nancy,” 
congenitally 

Doubt Ful zone abnormal 
{probably norinal } babies, 
cessive lac- 
tation, and 
excessive 
weight gain, 
particularly 
im media- 
tely after 
pregnancy. 
These latter 
features are 
certainly 
less strong 
suggestions 
of a latent 
diabetic state but are none the less thought to occur 
significantly more frequently in the prediabetic than in 
the normal. 

Apart from pregnancy we believe that among the 
prediabetics are those who develop glycosuria with a 
staphylococcal infection or when treated with cortisone. 


V 


Diabetic 20ne” 


ex- 


8L000-SUGAR 
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Y2 12 2 
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Fig. |—Interpretation of 50 g. oral glucose-tolerance 
curve. Important values in diagnosis of prediab 
are those at 2 and 25 hours which are in the 
diabetic “ zone.”" Mean late antenatal and post- 
partum curves found by Jackson (1952) are also 
shown. (By courtesy of the British Medical journal.) 


Glucose-tolerance Curve in Diagnosis of Prediabetes 

Jackson (1952) discussed the possibility of diagnosing 
prediabetes by the glucose-tolerance test about the sixth 
day after parturition or, preferably, during a subse- 
quent pregnancy. Evidence was adduced that minor 
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a 
Fig. 2—Tracings of projections of typical microscopic fields of islets 


of Langerhans in (a) stillborn of normal mother and (b) stillborn 
of prediabeti ther (same magnification). 


abnormalities in the glucose-tolerance curve were highly 
suggestive, if not pathognomonic, of prediabetes. These 
abnormalities were usually too high values at 2 or 21/, 
hours—i.e., above 140 mg. and 130 mg. per 100 ml. 
respectively (fig. 1). These slight deviations from the 
normal occurred remarkably often in patients who were 
already under suspicion, and recurred if the test were 
repeated. Such an abnormality in the tolerance curve 
was seen once only in a control group of unselected 
mothers who consisted of 42 tested in, the 36th week 
and 140 tested on the 6th postpartum day (Jackson 
1952). The series 
is now much larger 
(Jackson 1953), 
and the pattern 
is unchanged. 
Similar tolerance 
curves and similar 
conclusions have 
since been reported 
by Hoet and 
Lukens (1954), 
Kritzer (1952), and 
Lund and Weese 
(1953). 

The test which we 
used was the 50-g. 
oral glucose-toler- t ! 2 
ance test after high- Glucose 50g. HOURS 
carbohydrate intake 
for at least a week 
(more than 300 g., 
except in some in- 
stances on the day 
of delivery). Recent 
parturition was 
found not to diminish tolerance of glucose. The blood exam- 
ined was in all the cases capillary. Hagedorn’s modification of 
the Hagedorn-Jensen method of estimating glucose was used. 


The British Medical Journal (1952) doubted the signi- 
ficance of such small aberrations in the tolerance curve, 
despite the strong collateral evidence of their importance. 

Several eminent 


240 


1207, 


BLOOD-SUGAR (mg. per 100 mil.) 


Fig. tolerance curves in case 
investigated because of glycosuria in preg- 
nancy: (1) in 1936 after birth of 13th baby 
(12 1b.) and with body-weight 118 Ib. ; (2) in 
1953 (aged 54) after bearing 16 children 

’ (2 stillborn) and with body-weight 130 Ib. 


2407 authorities echoed 
b these doubts. We 
S$ 200 feel, however, that 
5 the follow-up data 
s 160 on some of these 
& early patients, 
x detailed below, 
'20 completely vindi- 
3 cates the original 
8 80 conclusions. 
8 1 1 1 rn Methods of 
t 1 2 2% sensitising’ the 
Glucose 50 g. HOURS tolerance curve 


Fig. 4—Glucose-tolerance curves in case 2 inves- 
tigated because of glycosuria in pregnancy : 
(1) in 1951 three weeks after birth of prema- 
ture baby weighing 4 Ib. (glycosuria still 
present); (2) in 1955 (glycosuria present in 
fasting patient now aged 30). 


with corticotro- 
phin (Berger 1952) 
and with cortisone 
(Fajans and Conn 
1954) to produce a 


\ 
‘ 
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t 1 2 2, 
Glucose 50g. HOURS 


Fig. 5—Glucose-tolerance curves in case 3 
investigated because stillborn baby weighed 
12), Ib.: (1) on sixth day after delivery ; 
(2) two years later, when patient was 
aged 45. 


~ 400 
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iL 
V2 
Glucose 50g. HOURS 
Fig. 7—Gi lerance curves in case 5 
i igated b 13th baby was stillborn 
(14 Ib.) : (1) at term in i4th pregnancy ; 


(2) a year later, when patient was aged 41. 


temporary diabetic tolerance curve in a potential or pre- 
diabetic person have been described. We have not found 
corticotrophin to help at all; cortisone is under trial. 


Pancreas of Stillborn Infant in Diagnocis of Prediabetes 


Hypertrophy of the islets of Langerhans in stillborn 
infants of diabetic mothers is well known. 


BLOOD-SUGAR (mg. per 100 ml.) 


Glucose 50g. HOURS 
Pig. 6—Gi lerance curves in case 4: 


(1) on fifth day after delivery of second still- 
born baby (with enlarged islets of Langer- 
hans) in 1953; (2) two years later, when 
patient was aged 43. 


340, 
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i 
Glucose 50g. HOURS 
Fig. 8—Glucose-tolerance curves in case 6 
pr pe b of t ia in first and 
d ies and glycosuria in third 
in 8th month of third preg- 
mancy ; (2) 6 days after delivery of baby 
(8'/, tb.) at 36 weeks ; (3) a year later, when 
patient was aged 35. 


titative estimations of mean islet 
area. Stained sections are projected 
on to paper of uniform weight and 
thickness, and tracings of the islets 
are made, cut out, and weighed 
(fig. 2). In normals * the islet area is 
less than 2% of the whole pancreas. 

It is plain that the relationship of 
such hypertrophied islets to the 
slightly abnormal tolerance curves 
mentioned above should prove most 
interesting. As tests for diagnosing 
prediabetes the two should be 
mutually confirmatory. 


Results 
Confirmation of Diabetes in Mothers 
Previously Diagnosed as Prediabetic 

Case 1 (fig. 3) had two stillbirths, the 
second weighing 12 lb. During her 
last pregnancy, in 1936, glycosuria 
appeared. Shortly after term her tol- 
erance curve was just prediabetic.” 
In 1953, seventeen years later, she was 
plainly diabetic. 

CasE 2 (fig. 4) was tested in 1951 
because of glycosuria in pregnancy. 
The curve was then prediabetic. In 
1955 the fasting blood-sugar level was 
203 mg. per 100 ml. 

CasE 3 (fig. 5), previously reported 
(Jackson 1955), was tested because of a 
12'/,-lb. stillbirth in 1951. The curve 
was prediabetic. Examination of the 
infant’s pancreas showed hypertrophied 
islets (6-6% of total pancreatic area ; 
normal is less than 2%). A later curve 
was diabetic in type. 

Case 4 (fig. 6) was tested after pro- 
ducing a stillbirth and gave a pre- 
diabetic curve. The. baby’s islets were 
hypertrophied (125% of total pan- 
creatic area). Two years later the 
curve was grossly diabetic. 


Case 5 (fig. 7) was examined after producing a 14-Ib. 
stillborn, At that time we found a prediabetic curve ; it was 
plainly diabetic a year later. 


Case 6 (fig. 8) was seen because of glycosuria during 


Van Beek 


(1952) has found a similar hypertrophy in stillborn 
infants of prediabetic mothers. She reviewed some of 
these mothers several years after they had given birth to 


such stillborn babies, and reported 
the later development of diabetes. 
We have confirmed and extended 
this work. 

We therefore believe that hyper- 
trophy of the islets of Langerhans 
in a stillborn infant (or it. one who 
dies shortly after birth) strongly 
suggests prediabetes in the mother, 
provided only that the baby is not 
a victim of Rh incompatibility. It 
appears to us that the finding of 
such islets provides evidence even 
stronger than thut of the glucose- 
tolerance curve for the diagnosis of 
prediabetes. Certainly, in the pres- 
ence of a suspicious obstetrical or 
family story, the additional con- 
firmation afforded by this finding 
renders the diagnosis well-nigh 
inescapable. 

For the measurement of islet 
‘* hypertrophy ’’ we have used quan- 
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a 9-—-Glucose-tolerance curves in case 7 
first child, weighing 
more than 10 Ib., was stillborn, and because 
of ia in d y: (1) in 
1949, on 7th day after birth ‘of 9-lb. baby by 
czsarean section ; (2) six months later ; 
(3) in 1955 in th y, when 

patient was aged 35 quote ‘that curve is 
now prolonged as well as high). 


pregnancy ; twu previous pregnancies had been associated 


* “*Normal”’ stillbirths are those in which there is an obvious cause 
of death which is neither erythroblastosis nor maternal diabetes. 
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Fig. 10—GI tolerance curves in case 8 
i i db of glycosuria in third 


pregnancy (baby 10'/, Ib.) and because she 
had a diabetic sister: (1) in 1950 in 8th 
month of third pregnancy ; (2) in 1955 in 
6th month of preg y that produced live 
twins, patient now being aged 36 and weigh- 
ing 126 1b. (another baby, weighing 
was born alive in 1952). 
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BLOOD-SUGAR (mg. per 100 ml.) 
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Fig. 11—Glucose-tolerance curves in case 9 
investigated because baby weighed 11°), Ib. 
at birth: (1) in 1950 on 9th day after 
birth ; (2) 6 months later; (3) in 1953; 
(4) in 1955 (patient now aged 39). In 1951, 
as prophesied, a heavy baby (14'/, Ib.) 
was stillborn. 


2 months after birth of last baby ; (4) in 
1956. (By courtesy of the New England journal 
of Medicine.) 
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Glucose 50g. HOURS 
Fig. t3-—-@tucese-tolerance curves in case I! 
in b of glycosuria in preg- 


mancy and because she had a diabetic father : 
(1) in 1953 in 36th week of pregnancy (baby 
weighing 9'|, Ib. was born in 38th week) ; 
(2) in 1955, when patient, now aged 33, was 
26 weeks pregnant. 
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with toxemia. At way 
8th month of the 
latest pregnancy her 
curve predia- 
betic, and a year 
later it was diabetic. 

CasE 7 (fig. 9).— 
Her first baby was a 
10-lb. stillborn. She 
first showed a 
prediabetic curve, 
followed by a normal 
eurve (after the 
stress of pregnancy 
was over) and later 
@ curve which is 
certainly abnormal. 
Her last pregnancy 
has produced a live 
9'/,-lb. baby by 
cesarean section 
before term. 

CasE 8 (fig. 10).— 
Produced several 
10-11 lb. babies. 
Her sister was a 
known diabetic. In 
1950 she yielded a 
prediabetic curve; in 
1955 a grossly dia- 
betic one; after 
which she gave birth 
to healthy twins 
(induced at the 
37th week, weighing 
6 and 7 lb.). 
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Com 9 (fig. 11). —This ¢ case previously reported 
(Jackson 1955). In 1950, after she had given birth to a 11*/,-Ib. 
baby, her curve was just prediabetic. In 1951 she became 
pregnant but did not return to us and produced a stillbirth. 
In 1953 her curve was distinctly diabetic, and in 1955 
grossly so. 


Case 10 (fig. 12). (Reported in detail by Jackson and 
Woolf [1956]).—She bore 4 chi'dren weighing more than 
10 lb. each, followed by 2 stillbirths, and then a 13-lb. live 
infant delivered by cesarean section. The one stillborn which 
was examined had grossly hypertrophied islets (13-5% of 
total pancreas). Her glucose-tolerance curve was ‘“ pre- 
diabetic ’’ during pregnancy in 1953, normal after delivery, 
“* prediabetic ’’ again in 1954, and now is grossly diabetic. 
Confirmation of Diabetes in Mothers Previously Suspected 
of Prediubetes but whose Tolerance Curves were Normal 

CasE 11.—She had a diabetic father, glycosuria during 
pregnancy, and 2 large (9'/,-lb.) babies born before term. 
Her glucose-tolerance curve (fig. 13) was normal at the 36th 
week of pregnancy but two years later is grossly diabetic. 


CasE 12.—See below. 


Confirmation of Diabetes in Mother whose Original Tolerance 
Curve was only Mildly Diabetic 
CasE 13.—Prediabetes was suspected bécause of a 14-Ib. 
stilibirth (fig. 14). 
Mothers whose Stillborn Babies had Hypertrophied Islets 
Case 3 and Case 4 already mentioned. 


Case 12 had a stillborn infant, at which time the glucose- 
tolerance curve was passed as probably normal (fig. 15). 
However, examination of the fetal pancreas three years 
later led to recall of the mother, who now is definitely diabetic. 


in 35th week of second pregnancy ; (2) in 
1955, when patient, aged 19, complained of 
thirst. 
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Fig. 1S—Glucose-tolerance curves in case !2 : 


(1) in 1952, in 8th month of fourth preg- 
nancy which ended in a stilibirth ; (2) in 
1955S, after pancreas of stillborn baby was 
found to have enlarged islets of Langerhans 
(patient now aged 35). 
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Fig. 12—Glucose-tolerance curves of case 10 : Fig. 14—Glucose-tolerance curves in case 13 Glucose 50g. HOURS 
(1) in 1953, in 8th month of pregnancy ; because first pregnancy (in 1952) produced i 
(2) in 1953 on 8th day after birth; (3) in 1954, a stillborn baby weighing 14 1b.: (1) in 1954, Fig: 16-—-Glucose-tolerance curves in case 14 


db 3 of 1S babies were 
stillborn, weighing more than I! Ib. each: 
(1) in 1952, on Sth day after delivery of 3rd 
stillborn ; (2) in 1955, when mother was 
recalled because pancreas of last stillborn 
baby contained enlarged isiets of Langerhans 
(mother now aged 49 and has glycosuria). 
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Fig. 17—Glucese-tolerance curves in case 15 


of obesity and having 
borne “several large babies stiliborn) : 
(1) in 1950, | month after birth of 12-ib. 
baby ; (2) in 1953, | month after birth of 
I3-Ib. stiliborn baby; (3) in 1954,, when 
mother was aged 46. 
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CasE 14.—Of fifteen babies the last three were stillborn, 
weighing more than 11 lb. each. A mildly diabetic curve 
(fig. 16) was obtained on the 5th postpartum day. After 
enlarged islets had been found in the 1952 foetus, the mother 
was recalled, and her fasting blood-sugar level was found to 
be 242 mg. per 100 ml. , 

CasE 15 had several large babies, culminating in a 13-lb. 
stillborn in 1953. The glucose tolerance curve in 1950 was 
normal (fig. I7) but in 1953 and 1954 “ prediabetic.’’ The 
stillborn baby’s islets were large (8-4% of the total), which 
we take to confirm the diagnosis. 

CasE 16.—Her last baby was a 12'/,-Ib. stillbirth with large 
islets. For this reason her glucose tolerance was investigated, 
and she was found to be diabetic. 


Discussion 


Of the first 10 patients reported above (showing pro- 
gression of ‘‘ prediabetes’’ to diabetes) 6 were included in 
the original series of ‘* prediabetics’’ reported previously 
(Jackson 1952). Every single patient who was believed 
to give a ‘* prediabetic ’’ tolerance curve has yielded a 
more definite abuormality after a follow-up period of 
at least three years. It seems to us that these follow-up 
results demonstrate clearly the significance of the minor 
aberrations in glucose-tolerance curve which we label 
** prediabetic.” 

A routine survey of all pancreases in stillbirths which 
come to necropsy has been undertaken. 
where a stillborn pancreas has been examined from a 
mother in whom we suspected prediabetes, hypertrophied 
islets have been found. In no case in which there was 
an obvious cause for stillbirth (e.g., placenta previa 
and disproportion) have we found such islets. The 
examinations were done ‘‘ blind ’’—the one of us (N. W.) 
who made them did not know the source of each pancreas 
at the time of its assessment. 

Considered from another angle the islet examinations 
are proving equally informative. Routine examination 
of all stillborn pancreases, after elimination of erythro- 
blastotic babies, has led to recall of mothers in cases 
where the islets are large. Further diabetics and pre- 
diabetics are being unearthed in this way. 

About 50% of the mothers reported above were obese, 
and they usually dated their obesity from one or more 
pregnancies. A few admitted to excessive milk-flow 
during lactation. These points have been brought cut 
by Sheldon (1949), but without a controlled study their 
significance is difficult to assess. 


Value of Findings 

Our findings corroborate the idea that the basic 
diabetic state exists years before obvious abnormalities 
in carbohydrate metabolism appear. They also indicate 
that the pancreas of a newborn of a diabetic or a pre- 
diabetic mother is certainly abnormal. These implica- 
tions have been considered further elsewhere (Jackson 
1955). 

Although our complete figures are not ready yet, 
we are prepared to state our belief that a very common 
cause of ‘‘ unexplained’ stillbirth is latent diabetes 
(prediabetes). It therefore follows that investigation 
of the glucose-tolerance curve of the mother and exami- 
nation of the fetal pancreas are very desirable in such 
circumstances. 

Modern management of a diabetic mother’s pregnancy, 
parturition, and newborn infant have reduced the rate 
of late foetal loss from about 50% to about 15%. This 
consists mainly in accurate control of the diabetes, 
either the induction of labour or cxsarean section before 
the fetus is too large, and the treatment of the new- 
born as if it were premature, whatever its size. The 
mortality-rate of the prediabetic mother’s babies is 
also high, and can be reduced only if the condition is 
recognised. 6 of our mothers already diagnosed as 
prediabetic have recently had children, all living, includ- 
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In every case, 
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ing one set of twins (cases 6-8, 10, 11, and 16). All were 
induced early, despite which all the babies were on the 
large side. The previous pregnancies in 3 of these mothers 
had produced stillbirths. 2 further mothers, suspected 
of having prediabetes, did not return to see us when 
they again fell pregnant, and both produced stillbirths. 
We believe we save babies. 

It is uncertain whether one can prevent the mother 
from later’ becoming overtly diabetic, by restricting her 
carbohydrate intake, and her total calories if she is 
obese. We feel it should be tried. Perhaps this would 
be a suitable opportunity for using ‘ D 860’ (tolbutamide) 
prophylactically. 


Natural History of Macro-infantia in Prediabetes 

Several questions have been raised about the large 
babies and stillbirths in prediabetes. We can attempt 
to answer some of these from our own figures, though 
often these are too small to give any more than an 
indication. 

(1) How long before diabetes becomes manifest may we 
find abnormal babies ? 

Indefinitely, limited only by the age of the patient at 
childbirth. 

(2) Do prediabetic women who produce stillbirths always 
have large babies ? 

No. We have records of 21 women who, before becoming 
diabetic, each produced four or more babies of known birth- 
weight including at least one stillborn. 5 of these women 
produced no child of 10 lb. or more. 


The following results are based on data obtained from 


‘26 diabetic mothers, each of whom had had four or more 


children of known birth-weight of which at least one 
weighed more than 10 lb. : 


(1) In 8 of these mothers, after one infant weighing more 
than 10 lb., the rest weighed more than 10 Ib. each. 

(2) In 6 mothers, after one baby weighing more than 10 Ib., 
there was one or more weighing less than 10 Ib. 

(3) In 8 mothers the first baby weighed more than 10 Ib. 

(4) In 14 mothers the last baby weighed more than 10 Ib. 

(5) In 18 mothers there were more than one baby weighing 
more than 10 Ib. 

(6) In 5 mothers there was an ihcrease in birth-weight 
with each child. 

(7) Int 1 mother there was a decrease in birth-weight with 
each child. 


It therefore appears that there is a tendency for macro- 
infantia to persist in any one mother and for the birth- 
weights to increase with successive pregnancies, but 
these are not strict rules. 


Summary 


The syndrome of “ prediabetes”’ is described with 
particular reference to its diagnosis. 

The great diagnostic value of minor abnormalities in 
glucose-tolerance curves and of islet hypertrophy in the 
pancreas of stillborn babies is cousidered. 


We are most grateful to Prof. J. F. Brock, Prof. F. Forman, 
Prof. G. C. Linder, Prof. J. G. Thomson, and Prof. J. T. 
Louw for their interest and assistance in this work; our 
former laboratory technicians; and the patients who have 
given us their mornings and blood. Costs were defrayed by a 
grant from the University of Cape Town Research Fund. 
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RUPTURE OF THE PREGNANT UTERUS 
LioneL G. Hicers 

M.D. Camb., F.R.C.S., F.R.C.0.G. 


EMERITUS CONSULTING OBSTETRICIAN, WOKING MATERNITY 
HOSPITAL, SURREY 


Rupture of the uterus is a disaster that carries a high 
degree of practical interest because of the importance of 
early recognition and treatment. My own experience of 
this complication is confined to the practice of the 
Woking Maternity Hospital, where I have seen rupture of 
the uterus on 3 occasions during the past twenty years in 
a total of about 23,000 deliveries. In this area it is clearly 
one of the rarest emergencies. 

In most of the published cases rupture was associated 
with an abnormal lie and obstructed labour, with 
intra-uterine manipulations or with previous delivery 
by cesarean section. I have never seen rupture after 
previous section or as a complication of neglected 
obstruction in labour, but all 3 cases reported here 
presented with rather unusual and instructive features. 


Case-reports 

Case 1.—A 3-gravida, aged 28, who had had normal 
spontaneous deliveries of an infant weighing 8 lb. in 1936 
and of an infant weighing 9 Ib. in 1938, was admitted in 1942 
at term in good condition and in strong labour. She made 
rapid progress and reached full dilatation in five hours. The 
vertex descended to the level of the ischial spines but 
no further. After twenty minutes the patient got up to 
pass water and collapsed by the side of the bed with 
agonising abdominal pain. Fifteen minutes later she died 
undelivered. 

Necropsy Findings.—The fcetus was presenting as a vertex 
right occipito-posterior, and the cervix was fully dilated. The 
infant was large, but its exact weight was not recorded. 
There was a complete rupture of the uterus on the right side, 
involving the cervix and body and extending into the peri- 
toneal cavity. A large amount of blood was present in the 
abdomen and in the bruised tissues of the broad ligament. 
The muscle of the lower uterine segment appeared to be thin 
and soft. It was assumed that rupture occurred as an 
extension of a previous gervical laceration. 


Comment.—Obstruction was caused by the minor 
malpresentation of posterior lie, and rupture occurred 
after a short period of expulsive efforts which were 
observed to be exceptionally violent. There is no feature 
in the obstetric history that suggests previous damage to 
the uterine muscle, and the case must be regarded as 
primary or spontaneous rupture. After such a short 
period of labour and in a woman aged 28 this must 
be quite exceptionally rare. The immediate profound 
collapse was most impressive. I was in the hospital at 
the time and saw the woman within a few minutes of 
the accident, but she was already moribund, and efforts 
at resuscitation produced no response. 


Case 2.—A 3-gravida, aged 31, who had had a miscarriage 
at 3 months and curettage in 1952 and 1953, was again 
pregnant in 1954. Five weeks before term (at 35 weeks) 
she was awakened at 4 a.m. by severe abdominal pain and 
supposed that labour had begun. The pain increased, but no 
definite uterine contractions were noticed. She was admitted 
to the Maternity Hospital at 9 a.m. Examination showed the 
uterus enlarged to the size of 35 weeks, with the vertex 
presenting and engaged. The patient was distressed by severe 
abdominal pain but in good condition with a pulse-rate of 76 
and normal temperature. Her abdomen was tender all over, 
especially in the epigastrium. There was no vaginal bleeding. 
An acute abdominal catastrophe was diagnosed, with perfora- 
tion of a peptic ulcer as the most probable cause. 

Laparotomy was done at once and a live infant delivered 
by lower-segment cesarean section. The uterus was then 
delivered outside the abdomen and showed at the extreme 
fundus a neat transverse rent about 2 inches long in the 
contracted organ, from which a moderate amount of blood 
had oozed into the peritoneal cavity. It seemed obvious that 
the infant had pushed its foot through a weak place in the 
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uterine muscle. The laceration was repaired, and the woman 
made an uneventful recovery. 

Comment.—A second infant was born fifteen months 
later and delivered by cesarean section. Inspection of 
the fundus uteri showed a well-healed scar without 
adhesions, but the muscle was obviously thin at this 
point, and it would have been unwise, to attempt vaginal 
delivery. 

Case 3.——-A 2-para 4-gravida, aged 30, had had normal 
delivery at term of an infant weighing 7 lb. in 1942; normal 
delivery (breech) of an infant weighing 5 lb. 4 oz. in 1947; 
and a pregnancy terminated by curettage (because of phthisis) 
in 1953 when the operation was followed by peritonitis. In 
1955, four days before term, she was awakened by severe 
abdominal pain, and her doctor was called at 2.30 a.m. No 
definite evidence of labour was found. She was visited again 
at 4 a.m., when there was ao little vaginal bleeding but still 
no clear evidence of labour. At 7.30 a.m. the abdominal pain 
was more intense, and the woman was admitted to hospital. 
At 9.15 a.m. she was pale, anxious, and clearly distressed by 
pain, and had a little vaginal bleeding. Her whole abdomen 
was excessively tender, preventing satisfactory examination. 
Concealed accidental hemorrhage was thought to be the most 
probable explanation of her condition. 

Immediate laparotomy showed that the, dead foetus and 
placenta had escaped through a wide transverse rent across 
the uterine fundus and were lying free in the peritoneal 
cavity, with a large amount of blood and clots. The woman 
made a smooth recovery after subtotal hysterectomy. 


Discussion 


There can be no reasonable doubt that damage to the 
uterine muscle at the time of curettage was the cause of 
rupture in the last 2 cases. The important implications 
of a history of miscarriage followed by curettage is 
emphasised by Beacham and Beacham (1951), and Mair 
(1950) has reported a case in which rupture of the uterus 
during labour was thought to follow damage by a curette. 
On the other hand, no case of this type is included in 
the series reported by Feeney and Barry (1956). 

It is worth special notice that the physical signs in 
case 1 were anomalous and quite unlike the picture of 
uterine rupture described in textbooks. In cases 2 and 3 
the rupture occurred before term and before the onset 
of labour; and the patients remained in good condition 
for some hours after the onset of symptoms, which 
increased rapidly in severity but without leading to 
really severe collapse. 

In the past few months a case has passed through 
my hands of a woman known to have had peritonitis 
after curettage of an incomplete abortion. A normal 
infant was delivered by section a little before term, and 
inspection of the fundus uteri showed a thin and 
poorly healed scar which was clearly a potential site of 
rupture. 

It seems very possible that a change is appearing in 
the commoner causes that predispose to uterine rupture. 
My own experience and examination of many hospital 
records suggest that rupture following hysterotomy has 
become very rare, as indeed it should with steady improve- 
ment in the technique of czesarean section. On the other 
hand, the frequency of rupture following curettage is 
evidently recognised in America and may well become 
relatively more common in this country. 


REFERENCES 
—«  % D., Beacham, D. W. (1951) Amer. J. Obstet. Gynec. 


Feeney, K., Barry, A. (1956) Brit. med. J. i, 65. 
Mair, J. (1950) J. Obstet. Gynec., Brit. Emp. 57, 539. 


““Come, come, we are not so far wrong after all,” said 
Holmes. ‘‘ And now, Dr. James Mortimer 5: 

Mister, sir, Mister—a humble m.R.c.s.”’ 

“And a man of precise mind, evidently.” 

Conan Doyie, The Hound of the Baskervilles, Chap. 1. 
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Medical Societies 


MANCHESTER MEDICAL SOCIETY 
Surgery in Portal Hypertension 


At a meeting of the section of surgery on Feb. 12 
Mr. A. G. RIDDELL said that portal hypertension may be 
conveniently defined as a pressure in the portal system 
of more than 30 cm. of saline. In more than 70% of 
cases the cause is an intrahepatic block, while in the 
remainder it is thrombosis in the portal vein. The 
mechanism of portal hypertension is obscure, but it 
occurs in about 30% of patients with cirrhosis; there 
is no very clear correlation between the portal pressure 
and the histological appearance of the liver. Neither 
portal hypertension nor «csophageal varices follow 
ligation of the portal vein in man, for in most patients 
an adequate collateral circulation develops. Varices 
occur only when there is portal hypertension. Spleno- 
megaly results from portal hypertension leading to 
hypersplenism. Hemorrhage almost inevitably follows 
the appearance of varices, and in the presence of cirrhosis 
severe hemorrhage leads to fatal hepatic coma. This 
coma is said to be due to bacterial action on the ingested 
blood in the alimentary tract leading to ammonia 
intoxication. Blood-transfusions are necessary to replace 
the blood-loss and to arrest the bleeding. 

The two problems in the surgical treatment of portal 
hypertension are control of the hemorrhage and preven- 
tion of hypersplenism. After an acute hemorrhage, blood- 
transfusions should be started immediately and hemor- 


rhage controlled by an csophageal tampon; _forty- 
eight hours is probably the limit for this method of 
treatment, and if hemorrhage is still uncontrolled the 
esophageal varices should be ligated. In the prevention 
of further haemorrhages portacaval and _ splenorenal 
anastomoses are now established, and the operative 
mortality and the incidence of recurrent hemorrhage 
are low. Percutaneous trans-splenic portography is 
of great value in determining the type of operation. 
After a successful shunt operation the varices regress 
and may completely disappear, while hypersplenism 
may sometimes regress after a portacaval anastomosis. 
Since the bleeding after splenectomy is the most difficult 
problem in the surgery of portal hypertension, splenec- 
tomy alone should never be performed in the presence 
of portal hypertension; if splenectomy is essential, 
then it should be followed immediately by a splenorenal 
anastomosis. 

Prof. A. M. Boyp referred to a series of 8 cases; 
7 of the patients were alive and had not bled since 
operation, Mr. H. A. Haxton described 5 patients 
who had had shunt operations, including 3 who died 
later from liver failure, and 8 who underwent portacaval 
anastomosis, including 3 who were now well. 

Dr. M. C. G. IsraéLs reported a series of 15 cases, 
observed by him and Dr. J. F. Wilkinson, in which splenec- 


. tomy had been done for splenic anemia; 13 of these 


patients were still alive, including 6 who had had no 
further bleeding ;..3 had had one hemorrhage and 3 
had had two hemorrhages, and 2 had died of severe 
bleeding. 


Reviews of Books 


The Physiology of Gastric Digestion 
A. H. James, p.m. Oxfd, M.p. Toronto, M.R.Cc.P., senior 
lecturer in medicine, Welsh National School of Medicine, 
and deputy director of the medical unit, Cardiff Royal 
Infirmary. London: Edward Arnold. 1957. Pp. 192. 
28s. 


ONE of the fascinations of the study of gastric function 
is that advances can still be made with simple apparatus, 
but those who begin in this way need a primer to orient 
them and to warn them of mistakes of experimental 
design and interpretation. The practising clinician, on 
the other hand, needs a more general account of what is 
known about gastric function. Both groups will be well 
satisfied with this book. 


Dr. James selects and interprets the literature of gastric 
function in such & way as to relieve us of the tedium of reading 
the original papers with unprepared minds, and he assesses 
the opinions of different authors in a thoroughly constructive 
way. A few hours with this book will provide a background 
of up-to-date information and a stimulus to thought about its 
clinical application. This transition should not be difficult 
because more than half of the figures refer to observations 
on man. 


oa book wili be valued by physiologists and clinicians 
e. 


Sex in Christianity and Psychoanalysis 


GraHaM Cote. London: George Allen & 
Unwin. 1956. Pp. 329. 21s. 


Tus is an admirable book. With learning and good 
sense the author examines a problem which is of manifest 
urgency in our Western society but which is commonly 
discussed in partisan style or with moralising super- 
ficiality. Though theology is sometimes arid reading, 
Professor Cole presents his material in vivid, well-chosen 
language which holds the reader’s attention. He has 
one major theme: he insists that the belief that the 
body is sordid, a tomb for the soul, did not derive from 
Pauline Christianity, as many suppose, but from 
Hellenistic influences, at first Pythagorean and later 
Stoic and Epicurean: ‘‘ at whatever point a study of 
Hellenistic culture begins, dualism is encountered. 


It was the presupposition of all thought, all writing, 
and it was the soil in which the pale flowers of asceticism 
grew. Sex was regarded as low and degrading.” 


He expounds this contention with much force, and then 
reviews in turn the writings of Augustine, Thomas Aquinas, 
Luther, and Calvin, so far as they bear on sexual activity. 
He next states the contemporary Catholic view, as contained 
in the famous encyclical of Pius XI, Casti Connubii, and in the 
large book by Father Messenger, Two in One Flesh, and he 
follows this with a necessarily less unified presentation of 
contemporary Protestant views, for which he selects as 
representative writers Leslie Weatherhead, Otto Piper (of 
Princeton), Emil Brunner, and Reinhold Niebuhr. Himself 
a Protestant theologian, Dr. Cole is not in sympathy with 
Catholic doctrine in these matters, but he does his best 
to offer a fair statement of it. 


The psycho-analytic views about sex discussed in 
part 2 of the book are not limited to those of Freud ; 
Dr. Cole reviews also the later developments for which 
Horney, Alexander, and Rado have been responsible. 
In a thoughtful and bold final chapter he offers a critical 
reconstruction of Christian interpretation of sex as 
applied to the conditions of modern life. It raises many 
issues of medical as well as religious interest. 


Educating Spastic Children 
The Education and Guidance of the Cerebral Palsied. 
F. ELeanor SCHONELL, M.A., PH.D., formerly research 
fellow, department of pediatrics and child health, 
University of Birmingham. Edinburgh: Oliver & Boyd. 
1956. Pp. 242. 

Tus book gives the benefit of the author’s ten years’ 
experience with spastics in Australia, New Zealand, 
Canada, the U.S.A., and, primarily, this country, at 
Carlson House School, Birmingham. Looking at the 
future Dr. Schonell makes a plea for earlier and closer 
integration between vocational training and education 
in the case of the educable spastic; for greater efforts 
in the case of spastics with subnormal intelligence, 
particularly those who are trainable; for study of the 
problem of the cerebral palsied adult ; and for research 
into psychological and _ intellectual assessment of 
‘‘ spastics,”” and particularly the practical aspects of 
educational methods. The book offers to workers in the 
field, and particularly to educationists, a great deal of 
interesting and useful material. 
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New Inventions 


AN ADJUSTABLE SPLINT FOR FRACTURES 
INTO THE KNEE-JOINT 
In 1944, Fisk! described the use of a new type of 
splint for the treatment of fractures of the shaft of the 
femur. His main object was to get the benefit of synergic 


Fig, |!—Details of adjustable limbs with locking 
mechanism, fixed hinge, and connecting band. 


muscle action in encouraging bone union, 
and maintaining joint mobility. In many 
centres this method is used with the 
encouragement of early knee movement. 
Other centres regard the method with 
disfavour, on account of the constant 
supervision and adjustment needed to 
the splint, one of the main disadvantages 
being the tendency of the Pearson knee- 
piece attachment to move proximally up 
the splint, causing angulation at the 
fracture site. 

The splint here described has been used 
successfully in the treatment of the 
fractured femoral shaft as an alternative 
to Hamilton Russell sling traction, and 
needs little or no adjustment. It has also 
been used, to greater advantage, in the 
treatment of fractures of the femur or 
tibia involving the knee-joint (the bumper 
type of fracture) where mobility of the 
joint is of prime importance. 

The splint is of a short Thomas type, 
with adjustable telescopic limbs operated 
by a spring locking mechanism. The 
knee hinge is a fixture and obviates the 
danger of proximal slipping of the axis 
of movement of the knee-joint. The level 
of the joint of the splint can therefore be 
adjusted according to the length of the 
thigh and fixed in that position. A half- 
circle metal connecting-band is_ incor- 
porated below the hinge to give the splint 
strength and prevent splaying of its 
limbs (fig. 1). 

The action of the splint is illustrated in 
figs. 2 and 3—patients usually gain this 
range of movement after 4 weeks in the 
splint, following the bumper type of 
injury. They remain on traction on the 
splint for 8 weeks and then start walking, 
but without weight-bearing until 12 weeks 
when they begin to bear full weight. 

The early treatment is immediate 
aspiration of the haemarthrosis and immo- 


1. Fisk, G. R. Lancet, 1944, i, 659. 
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bilisation on the splint for 10-14 days with below-knee 
skin traction of about 6 pounds. In this centre skeletal 
traction has been found unnecessary; thus there has 
been no danger of infection spreading to the joint via 
the pin track and the fracture site, or of ring sequestra. 
No knee movement is permitted in this early period, to 
allow for soft tissue repair. 

When knee movements are begun, the patient is 
encouraged to exercise the leg as a whole unit, concen- 
trating on kicking out his knee to maintain full extension 
—this is very important. It is essential that the lower 
end of the splint is suspended by a fixed cord; the 
splint is counterbalanced by a running pulley attached 
to the ends of the telescopic limbs, and the upper part 
of the splint is also suspended to prevent the splint 
moving down the thigh. By increasing the weight 
counterbalancing the splint, more resistance can be 
imposed on the all-important quadriceps. The patient 
lies flat for one period during each day to prevent flexion 
contracture of the hip, and sleeps lying flat. 

It has been found that a hinged ring with adjustable 
leather strap has been more useful than a fixed complete 
ring and adds to the adjustability of the splint. 

The splint can be made easily in any hospital workshop 
at comparatively low cost. 


I should like to express my thanks to Mr. A. G. Ord, of 
Portsmouth, for his permission to incorporate the telescopic 
limbs. 

G. S. TUPMAN 


Bath B.Sc., M.B. Manc., F.R.C.S. 


Figs. 2 and 3—Splint in action and method of suspension. 
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And now... 


Penicillin-V-Sulpha Lilly 


This combination of the orally effective Penicillin-V 
Lilly, with three sulphonamides gives broader coverage 
in mixed infections. The pleasant fruit-flavoured 
suspension is ideal for treatrgent of bronchitis, otitis 
media and other infections in young children. The 
average dose is 4-2 teaspoonfuls every six hours, 
according to age and degree of illness. 


Each large teaspoonful (5 cc.) contains 62.5 mg. Penicillin-V Lilly with a 
total of 0.25Gm. of sulphonamides (Sulphadiazine, Sulphamerazine and 
Sulphadimidine). 


In bottles to make 60 cc. 


Lilly 


ELI LILLY & COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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Effective in a wide range \ 
\ 


of Childhood Illness 


/ 


Chloromycetin, simplifies the J administration of this potent 


broad-spectrum antibiotic to infants and children, or to those patients 


unable to swallow capsules. Each 


\ 
\ 
Suspension Chloromycetin* Palmitate, a palatable liquid preparation of 
! 
[teaspoonful (4 c.c.) provides 


125 mg. Chloromycetin. Suspension : Chloromycetin Palmitate has been 
used successfully in many serious | respiratory infections of childhood, 
including staphylococcal pneumoria, 1 bronchiolitis, laryngotracheobronchitis 


and early pertussis, as well as in acute I infantile gastroenteritis and urinary infections. 


Suspension Palmitate 


*Trade Mark 


“eece Parke-DaviS & COMPANY LTD. (inc. U.S.A) HOUNSLOW, MIDDLESEX. Tel: Hounslow 236! 
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Anemia and the Alimentary Tract 


THE association between anzmia and lesions of the 
alimentary tract has been familiar for many years 
and an immense amount has been recorded about it. 
In his Sydney Watson Smith lecture to the Royal 
College of Physicians of Edinburgh, Prof. L. J. 
Wirts! reviewed the latest work on this subject and 
summarised the conclusions that have been reached. 

It has been known for thirty years that achlorhydria 
is always present in pernicious anzmia and is often, 
though not always, present in iron-deficiency anemia 
as well. More recently, studies of the functions of 
the alimentary tract in steatorrhoea and in megalo- 
blastic anzwmias other than addisonian pernicious 
anzmia have revealed disturbances of the duodenum 
and small intestine. Which comes first, the anzmia 
or the alimentary-tract lesion ? Wirts concludes that 
there is now agreement that in pernicious anzmia and 
the other megaloblastic anzemias the alimentary-tract 
lesion comes first and the anewmia is due to the 
consequent failure of absorption of essential heematinic 
factors, whereas in the iron-deficiency hypochromic 
anzmias the lesion of the alimentary tract is secondary 
to the lack of iron. Both blood-forming and gastro- 
intestinal tissues are especially vulnerable to nutri- 
tional deficiencies because their cells are replaced at 
very rapid rates. The red cells, WiTTs observes, are 
renewed at the rate of 1°%, per day, and since the total 
red-cell mass is about 2-5 kg., some 25 g. of red cells 
are manufactured every day. The weight of leuco- 
cytes in the body has been estimated by Oscoop * 
to be 3-8 kg.; only about 1/40th to 1/400th of this 
total is in the blood-stream, and most of the cells are 
scattered throughout the tissues of the body. But 
since the life-span of leucocytes is short compared 
with that of red cells, the mass of white cells renewed 
each day must be several times as large as the red-cell 
mass formed daily. There is also evidence that the 
gastro-intestinal tissues are renewed at a similar rate, 
and Wirrts refers to estimates which suggest that the 
quantity of gastro-intestinal mucosa renewed daily in 
man is of the order of 50 g. These are very large 
figures and make clear why these tissues so soon 
reflect nutritional defects or poor absorption. Thus, 
it was first thought that the dysphagia and achlor- 
hydria caused malnutrition and lack of absorption of 
iron, so that the typical iron-deficiency anzmia 
eventually appeared. The present view is that iron 
loss caused by menorrhagia, pregnancy, or even bleed- 
ing piles, or a diet lacking in iron, leads to iron 
deficiency in the body as a whole, and this in turn 
causes the anemia and the poor development and loss 
of function of the rapidly renewed gastro-intestinal 
mucosa. 

1. Witts, L. J. Anemia and the Alimentary Tract. Royal College 


of Physicians of Edinburgh. 1956. Pp. 94. 7s. 6d. 
2. Osgood, E. E. Blood, 1954, 9, 1141. 
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The methods of investigating gastro-intestinal func- 
tion in anemia have been much improved in the past 
ten years. Instead of the usual gruel test meal, Wirts 
prefers the ‘ Diagnex ’ test in which a special exchange 
resin is given by mouth; in the presence of free 
hydrochloric acid, this resin releases quinine which is 
excreted in the urine and can be estimated. The 
method has been further improved by substituting the 
dye azure A for the quinine, since the dye is easier 
to estimate in the urine. At the same time the 24-hour 
excretion of uropepsinogen in the urine is estimated, 
since this gives an indication of the amount of pepsin 
secreted by the stomach; a low figure suggests 
pernicious anzmia.* If the results of these tests 
indicate achlorhydria, the next step is the “ aug- 
mented histamine test,” devised by A. W. Kay,‘ 
in which a large dose of histamine is given and its 
effects on tissues other than the stomach are 
blocked by giving simultaneously an anti-histamine 
drug. A Ryle’s tube is passed and gastric juice is 
withdrawn continuously. The dose of histamine is 
0-04 mg. per kg. body-weight subcutaneous! and 
50 mg. of the anti-histamine drug, mepyramine 
maleate, is given intramuscularly. The gastric juice 
is collected for twenty minutes after the histamine 
injection, and the pH is estimated electrometrically. 
It is interesting to note that, using this technique, 
Carp and his co-workers ® found true achlorhydria 
only in patients with pernicious anzmia, 

Activity of intrinsic factor (hemopoietin) in the 
stomach can now be estimated by a simpler method 
than incubation with a source of extrinsic factor (such 
as beef muscle) and administration of the mixture to 
a patient with pernicious anzmia in relapse. It is 
now possible to use the knowledge that hazmopoietin 
facilitates the absorption of vitamin B,, in the duo- 
denum and small intestine ; and by using as a tracer 
vitamin B,, containing a radioactive isotope of cobalt 
the degree of absorption of the vitamin can be 
estimated. If intrinsic-factor activity is present in the 
test material or gastric secretion, most of the vitamin 
B,, will be absorbed ; if intrinsic factor is absent, the 
vitamin B,, is excreted, mostly in the feces. If the 
vitamin is not absorbed, a known source of intrinsic 
factor (gastric juice or a concentrate from stomach or 
duodenal tissue) is given with the vitamin B,,, if 
the failure of absorption is corrected and it is due to 
lack of intrinsic factor. Several methods using 
fecal, urinary, or even serum specimens are now 
available. 

Woop’s gastric-biopsy tube has also been used. In 
pernicious anemia, Woop and bis colleagues * found 
gross changes in the gastric mucosa in all of 100 
patients examined ; in 40 the lesion was classified as 
gastric atrophy, 35 had severe atrophic gastritis, 
16 atrophic gastritis, and 9 superficial gastritis with 
atrophy. In iron-deficiency anemia Davipson and 
MarKSON 7 found changes in 74% of their 42 patients ; 
10% had gastric atrophy, 33% atrophic gastritis, and 
31% superficial gastritis. Investigation of absorption 
by the small intestine has been extended by the use 
of radioactive vitamin B,, and radioactive iron prepa- 


3. Aitken, M. A., Spray, G. H., Walters, G. Clin. Sci. 1954, 13, 119. 
4. Kay, A. W. Brit. med. J. 1953,) ii, 77. 

5. Card, W. L., Marks, I. N., Sircus, W. J. Physiol. 1955, 130, 18P. 
6 


A., Finckh, E. 8., Wood, I. J. Quart. J. Med. 1955, 
7. Davidson, W. M. B., Markson, J. L. Lancet, 1955, ii, 639. 
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rations, and by Gmpwoon’s 8 ‘differential excretion 
test for folic acid.* SHINER ® has devised tubes for 
duodenal and jejunal biopsy, but these have not yet 
been widely used. 

These methods have provided information on which 
present ideas about pernicious anzemia and _ iron- 
deficiency anzemia are based. In pernicious anemia 
the evidence shows clearly that the sequence of events 
is gastric atrophy leading to failure of production of 
intrinsic factor and subsequent failure to absorb 
vitamin B,, (extrinsic factor) from the intestine. The 
serum-vitamin-B,, level gradually falls and eventually 
the clinical signs of pernicious anwmia appear. This 
sequence is known to take some years. There are, 
however, at least two other types of megaloblastic 
anemia. In one, the fish tapeworm (Diphyllobothrium 
latum) absorbs most of the vitamin B,, reaching the 
intestine and so deprives the host of the vitamin—a 
condition which has been much studied in Finland. 
The other type is associated with steatorrhcea in 
which there is failure to absorb folic acid, and some- 
times failure to absorb vitamin B,, as well. Wurts 
points out that the anemia accompanying intestinal 
stenosis, or fistulas that leave blind loops, represents a 
combination of these two types ; there is diversion of 
B,, and folic acid from the host by the action of 
possibly abnormal bacteria, together with failure of 
absorption in the jejunum and the ileum. In idio- 
pathic steatorrhoea the anzmia is the result of impaired 
function of the small intestine (chronic jejunitis has 
been noted in the few recorded biopsy examinations!®), 
And Girpwoop’s results ™ with folic-acid excretion 
tests show that there is always failure of absorption 
of folic acid in this disease. But some patients have 
diminished absorption of vitamin B,, as well; in 
contrast with pernicious anzmia, the administration 
of a source of intrinsic factor does not improve the 
absorption of vitamin B,. The few instances of 
neurological lesions in steatorrhaea, like those some- 
times accompanying pernicious anemia, must be 
due to this failure of intestinal absorption of 
vitamin B,,; there is no evidence that the 
stomach is involved. 

Wirrts remarks that “a generation after the dis- 
covery of the liver therapy of pernicious anemia and 
the simultaneous revival of interest in iron deficiency 
there is still no shortage of problems for research.” 
The clarification of our views of the awtiology of these 
anzmias and its relation to lesions of the alimentary 
tract has, however, already led to more efficient 


treatment. 
P.U.O. 


Tue origins of fever are divided, like English social 
classes, into u and non-v. The v in P.U.o. stands 
for “unknown” in popular usage, but Harmer @ 
maintains that the more hopeful and dignified meaning 
of “‘ undetermined” was intended by the Army, 
who devised the term. A third interpretation is 
“uncertain”; and that is the word used in the official 
history of the 1914-18 war. 

Unexplained fever, whether it is of unknown or 
merely of uncertain origin, is a subject that needs 
reviewing every few years because it changes con- 
8. See leading article. 1066. 713. 

9. Shiner, M. Jbid, 1956, i, 17, 8 
10. Paulley, J. Brit. med. J. 1954, if, 


18. 
11. Girdwood, R. it. Lencet, 1953. ii, 53 (Quart. J. Med. 1956, 25, 87. 
12. Harmer, M. Brit. med. J. 1956, ii, 18 
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tinualiy. Not only do the diseases that cause fever 
change their incidence, but the likelihood of their early 
recognition alters too. As soon as a condition is well 
known as a cause of fever, it is less likely to figure 
as an explanation of obscure fever. When a certain 
condition is prominent in the list of causes of solved 
obscure fever, the reason may be, not a high incidence, 
but a high ignorance of the condition, so that it is 
not being diagnosed as early as it might be. Know- 
ledge of P.v.o. is acquired by following cases for as 
long as possible until a large proportion are diagnosed, 
and also-by reviewing the case-records when the 
solution has been reached and asking “ should this 
and could this have been diagnosed earlier ? ” 

There is no agreement on the time a fever has to 
remain undiagnosed before qualifying as vu. More- 
over, patients cared for at home are less likely to be 
diagnosed early than those who are admitted to 
hospital soon after their fever begins. As would be 
expected, the picture of P.v.o. in hospitals differs 
according to the time for which the condition has 
remained obscure. Of patients admitted with undiag- 
nosed fever, over three-quarters are diagnosed ; but 
of those with fever still undiagnosed on discharge over 
three-quarters remain unsolved.'® It is from those 
that are finally if belatedly solved that clinicians learn 
what to suspect in later cases (and half the art of 
diagnosis is to develop the right kind of suspicions). 

Informative studies have been made by BorricEr,!8 
from the medical department of Karolinska Sjukhuset 
in Stockholm, and Retp !* at the Radcliffe Infirmary, 
Oxford. BorricER scrutinised the records of patients 
admitted with fever of unknown origin or analogous 
diagnoses, which comprised 2° of admissions from 
1940 to 1949, and compared them with admissions 
under the same diagnosis in 1954 to 1955 (roughly 
1-4°,). The fall in the proportion of P.U.0. cases may not 
be significant, since the procedure relating to admission 
diagnoses had been changed. The most common 
diagnoses were non-specific infections (including res- 
piratory and urinary infections, endocarditis, and 
septicemia) 31°, tuberculosis 11°, malignant tum- 
ours 10°, and collagenoses 4°,—of which the last 
three remained longer undiagnosed than the infections. 
7 of the tuberculous patients, had fever for an average 
of fifteen months before the diagnosis was made. In 
the malignant group (including Hodgkin's disease and 
leukemia) stomach, colon, bronchus, and kidney were 
the common sites. Renal cancer (hypernephroma) is 
of special importance, since there may be a normal 
pyelogram and no renal symptoms whatever.!> In the 
collagen group, BoTricEeR correctly emphasises the 
importance of electrophoretic examination of the 
serum, which often reveals a suggestive increase of 
the gamma-globulin fractions (estimation of the 
sedimentation-rate is nearly as informative). 

Approaching the subject from a different angle, 
Borricer '* analysed 4 solved cases of P.U.o. which 
had remained a long time undiagnosed and which he 
chose as representing four common explanations 
for P.U.O. 


The first, to illustrate tuberculosis, was a man of 77 
with pleurisy, fever, and hip pain for three weeks, and 
13. Bottiger, L. E. Acta med. scand. 1957, 156, 469. 

14. Reid, J. V. O. Brit. med. J. 1956, ii, 23. 
15. Bottiger, L. E. Acta med. scand. 1957, 156, 477. 
16. Bottiger, L. E. Jbid, 1956, 154, 215. 
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a ante ofa two years previously. Normal 

radiographs, negative examinations fur tubercle bacilli, 

and absence of response to a short course of anti- 

tuberculous drugs seemed reasonable grounds for exclud- 

ing tuberculosis, and antibiotics and, cortisone were 

_ till necropsy revealed the diagnosis four months 
ter 


The next 2 cases, one of staphylococcal infection and 
thé other of collagen disease, were more happily diagnosed 
—not by necropsy but by treatment. A patient with 
staphylococcal endocarditis at length responded to ery- 
thromycin, and a sparse positive culture and a rising 
antibody titre were discovered. And a patient with 
dermatomyvsitis responded dramatically to cortisone 
after red swollen areas over peripheral muscles and a 
positive skin biopsy had revealed the diagnosis. 

BotricEer’s fourth patient was a 34-year-old woman 

with prolonged hectic fever and nothing helpful in the 
findings except a large liver and a leucocytosis of 35,000. 
She was naturally regarded as suffering from some form 
of infection until complete unresponsiveness to anti- 
biotics suggested the diagnosis of Hodgkin’s disease, 
which necropsy confirmed. 
These retrospective studies revealed no serious omis- 
sion in diagnostic procedure, but they serve to show 
how uncertain investigations are as a means of 
excluding illnesses and how common illnesses like 
tuberculosis, blood-poisoning, and cancer may lurk 
unobserved behind the spiked ramparts of obscure 
fever. 


Retp’s findings,'* based on 113 patients admitted 
to hospital with obscure fever, were very similar to 
those of Botricrr. He found that among patients 
whose fevers remained unexplained for more than a 
month tuberculosis, tumours (including reticulosis), 
and infective endocarditis were the most likely 
answers. REID gave special consideration to his 6 
patients with subacute infective endocarditis, none of 
whom, when admitted, had murmurs, enlarged spleens, 
or anemia. He also examined the records of 50 other 
proven consecutive cases at the Radcliffe, and he 
found little evidence that splenomegaly, cardiac mur- 
murs, or anzmia were at all common. Today subacute 
infective endocarditis is quite often seen among old 
people, and the fever, weight-loss, and cachexia may 
be mistaken for evidence of malignancy and so not 
treated.'? The longest delay in diagnosis in REmD’s 
series was fourteen months and was accounted for by 
a hypernephroma. This case, and others encountered 
in this country, show that BorricER’s accent on fever 
in carcinoma of the kidney is much needed. Neither 
textbooks nor clinicians give it much place among 
causes of obscure fever, yet it is by no means rare. 
It is interesting, too, that fever is not a sign of 
metastases, and removal of the tumour usually brings 
the fever sharply down. 


Other well-known causes of obscure fever, such as 
brucellosis or simulation by thermometer juggling, 


were not very common in either the BoTTIGER or REID . 


series because these conditions are relatively familiar 
and are detected more or less quickly. The import- 
ance of these investigations is that they bring to mind 
some of the less often suspected causes of fever 
and so make their early recognition more likely. If 
tuberculosis, septicemia, collagen disease, and cancer 
(especially renal cancer) are carefully considered in 
all cases of obscure fever, many examples will be 
diagnosed earlier, and others, though diagnosed late, 
will at least have been suspected early. 


17. Anderson, H. J., Staffurth, J. 8. Lancet, 1955, i, 1055. 
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Ammonia Metabolism and Hepatic Coma 


Recent attempts to define the significance of 
high blood-ammonia levels in hepatic coma are 
important because of their influence on treatment. 
The reproduction of the clinical syndrome in some 
patients with liver disease by the oral administration 
of complex nitrogenous substances from which 
ammonia can be derived suggests that ammonia 
intoxication is the cause of hepatic coma, especially 
since ammonium salts have the same action when given 
by mouth or intravenously. Moreover, catheterisa- 
tion of the hepatic vein has shown! that ammonia 
from the intestines may reach the systemic circula- 
tion by passing through a diseased liver or by way 
of portal collateral vessels; and this observation 
accords with clinical experience, which relates the 
onset of hepatic coma to inadequacy of liver function, 
the extent of the portal collateral circulation, or 
both.2, On the other hand, blood-ammonia levels 
often correlate poorly with the clinical condition 
in hepatic coma, and other toxic nitrogenous sub- 
stances originating in the intestines may be responsible. 
Blood-ammonia levels may therefore signify no more 
than the amount of ammonia that is permitted to 
accumulate in peripheral blood because of ‘“‘ shunting ” 
through portal collateral vessels and _ impaired 
ammonia metabolism in the liver and elsewhere. 

Ammonia in peripheral blood is derived largely 
from nitrogenous constituents of the diet by both 
bacterial and non-bacterial enzyme activity,* and 
urea synthesis in the liver is the most important 
way in which it is removed. Smaller amounts of 
ammonia may originate in the lungs,‘ kidneys,? 
and brain ® under certain circumstances; and the 
peripheral tissues and the brain can extract ammonia 
from the blood. The poor correlation between 
ammonia levels in peripheral veins and the neuro- 
logical state in hepatic coma has been attributed ° 
to the arteriovenous ammonia difference due to 
peripheral uptake of ammonia. In the experience 
of BessMAN and Brssman arterial ammonia levels 
are closely related to the state of consciousness, and 
they suggested that ammonia uptake in the brain 
in hepatic coma causes a defect in intermediary 
metabolism because the ammonia withdraws «-keto- 
glutarate from the tricarboxylic acid cycle in the 
brain, Later work by SUMMERSKILL et al.’ suggested 
that arterial ammonia levels often reflect the amount 
of nitrogenous material in the intestines rather than 
the neuropsychiatric state. They confirmed that 
ammonia is used by brain and peripheral tissues, but 
showed that the uptake of ammonia by the brain 
and tissues is impaired in liver disease, particularly 
in hepatic coma. They concluded that hepatic coma 
results from a direct toxic action of ammonia on the 
brain, secondary to failure of cerebral ammonia 
“uptake.” Furthermore, a defect in intermediary 
metabolism due to ammonia was demonstrated by the 
production of high blood- “pyruvate and a-ketoglutarate 


1. White, L. P., Phear, E. , Summerskill, w. HL Big Sherlock, 8. 
J. clin. Invest. 1955, 34° a 

2. Sherlock, &., Summerskill, W . H. J., White, L. P., Phear, E. A. 
Lancet, 1954, ii, 453. 

3. Webster, L. T., ~~ C. S._J. clin. Invest. 1956, 35, 742. 

4. Faloon, W. W., Auchincloss, J) H., Eich, R., Gilbert, R. bid, 

5. Webster, L. T. Amer. 1956, 21, 130. 

6. Bessman, 8. P., Bess _N. J. clin. Invest. 1955 34, 622. 

7. Summerskill, W. H. Wolte: J., Davidson, C. 8. Ibid, 1957, 
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levels in patients with liver disease who were given 
intravenous ammonium chloride—a finding which 
could explain the raised levels of these keto-acids in 
spontaneous hepatic coma. 
Treatment of hepatic coma is first directed towards 
correcting factors which may have precipitated 
coma—such as gastro-intestinal haemorrhage, inter- 
current infection, high-protein feeding, and drugs, 
including methionine and ammonium salts. Aceta- 
zolamide (‘ Diamox’) has also been shown to cause 
hepatic coma, and raised blood-ammonia levels,® 
because it impairs ammonia uptake by peripheral 
tissues.° This finding emphasises the importance 
of ammonia metabolism at other sites when the 
liver is failing in this way, and supports the view that 
toxic effects spring from interference with ammonia 
uptake rather than ammonia utilisation. A reliable 
method of treatment recommended by SHERLOCK 
et al? includes elimination of nitrogenous material 
from the diet, oral broad-spectrum antibiotics (of 
which neomycin is the most effective),!° and enemas. 
This routine proved superior to other measures in a 
large series of patients ™ and, while reducing blood- 
ammonia levels,’ it also has the merit of eliminating 
from the intestines other nitrogenous substances 
of possible toxicity. Glutamic acid, which can 
combine with ammonia to form glutamine, has been 
given in the hope of removing ammonia already in 
the body, but the results have been disappointing.” 
McDermott et al.'4 found glutamic acid of benefit 
when liver function was adequate, but such patients 
have a relatively good prognosis anyway. In more 
severe liver disease the effect of glutamic acid on 
blood-ammonia and clinical state is transient. <A 
tria] of aspartic acid yielded similar results." Lately, 
NAJARIAN and HarpPER™ have shown that arginine 
lowers peripheral-vein ammonia levels in man 
and that it may be of value in hepatic coma.'® Most 
of their patients went into coma because of hemor- 
rhage or intolerance of nitrogenous substances, 
and they therefore had a relatively good prognosis ; 
but the recovery of 2 patients from coma due to 
serum hepatitis is very significant. Since the action 
of arginine depends on its function as a precursor 
of ornithine in the Krebs urea cycle in the liver, its 
success in hepatic failure is hard to understand, and 
the possibility remains that coincident treatment, 
such as protein withdrawal or antibiotic therapy, 
may have been responsible. This consideration 
applies to the appraisal of any treatment in hepatic 
coma and, combined with unpredictable fluctuations 
in clinical progress, it partly explains the disagree- 
ment about what a particular treatment can do. 
Thus, on both therapeutic and biochemical grounds, 
ammonia intoxication “has not been conclusively 
incriminated as a cause of hepatic coma. Neverthe- 
8. Webster, L. 
1956, 91, 

9. Dawson, he M.. De Groote, J., 
Clin. Sci. (in the press). 

10. Fisher, C. J., Faloon, W. W. Clin. Res. Proc. 1956, 4, 147. 

11. Summerskill, W. H. J., Wolfe, 8. J., Davidson, C. 8. Claverhill 
lecture, McGill University, 1956; Amer. J. Med. 1957 (in the 
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12. Walshe, J. M. 


Davidson, C. 8. Proc. Soc. exp. Biol., N.Y. 


Rosenthal, W. S., Sherlock, 8, 


Lancet, 1953, i, 1075. 

3. Schwartz, I. R., Lehman, E., ommend, Ie 
Goldson, F. Gastroe nterology, 1956, 30, 

14. McDermott, W. V., ham, J., Riddell, A. G. 
J. Med. 1955, 253. 1093 

15. Najarian, J. S., Harper. H. A. Proc. Soc. exp. Biol., N.Y. 
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loss, now it is known that the syndrome inelades 
various clinical sequences, it is reasonable to attribute 
to ammonia intoxication those components which 
can be reproduced by giving ammonium salts to 
patients with liver disease. Apart from rare successes 
with lipoic acid? (which facilitates the oxidation 
of «-keto-acids in the citric-acid cycle) and cortisone, 
treatment of the neurological disorder is ineffective 
when hepatic coma results from progressive liver- 
failure alone. In such circumstances the prognosis 
is grave, since severe hepatic disease permits wide- 
spread metabolic disturbance, and measures directed 
solely at the neurological disorder will not improve 
liver function, upon which survival depends. In 
contrast, coma due to intolerance of nitrogenous 
substances responds dramatically to protein with- 
drawal and antibiotics.'* Most patients fall between 
these extremes, and results may well be improved 
by the addition of specific drugs, of which the latest 
is arginine, to a basic regimen of careful clinical 
management, protein withdrawal, and neomycin. 


Cytological Detection of Uterine Cancer 


THE method of detecting malignant disease of the 
uterus by the recognition of cancer cells in a vaginal 
or cervical smear has been in use in many centres for 
some fifteen years, and many different techniques for 
collecting the cells have been described.!® Rather 
surprisingly there is no very general agreement about 
the value of the method. Views differ partly because 
of the different ways in which results have been 
reported, and partly because accounts of false positives 
and false negatives have caused confusion; but the 
main reason perhaps is that many of the reports do 
not make it clear how often cytology has really helped 
to make the diagnosis. Carcinoma of the cervix can 
all too often be diagnosed clinically without any 
reasonable doubt the first time the patient is seen by 
the gynecologist. Less often, a confident diagnosis 
is impossible, though there are definite grounds for 
suspicion. In both cases biopsy is imperative ; but 
when the clinical diagnosis is uncertain the cancer 
may involve only a tiny part of the cervix, and the 
tissue removed may not include a sample of the 
malignant area unless multiple specimens are taken or 
the whole of the squamo-columnar junction is removed, 
which is by no means always done. Under these 
circumstances, the examination of smears is a great 
help, and both GranaM and Metres and Daro et 
found the smear diagnosis more accurate than punch 
biopsy in early carcinoma of the cervix. 

But it has been repeatedly shown in recent years 
that early invasive carcinoma, and particularly in-situ 
carcinoma of the cervix, can be present without 
symptoms or signs in any way suspicious of malig- 
nancy, and even if the patient is examined by her 
doctor, biopsy will seldom be advised. Without the 
aid of cytology this type of cancer will be diagnosed 
either by chance or not until later in the disease. We 
do not know how common this form of malignancy is, 
so it is hard to assess the true value of cytology : 


17. Teen, M., Gambescia, J. M., Lisan, P., Fuchs, M. Ibid, 
p. 132. 
18. srskill, W. H. J., _ E. 
Quart. J. Med. 1956, 25, 
19. geo le ‘ading article, Lancet, 1933, "779. 
20. Graham, R. M., Meigs, J. V. Amer. J. Obstet. Gynec. 1949, 
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the diagnosis without any clear indication of the 
quality of the clinical screening of the cases. McLAREN 
et al.” have lately described their experiences with 
vaginal cytology in Birmingham, where great care 
was taken to establish clearly whether there were 
grounds for suspecting cancer or not. Of 2250 women 
attending the outpatient department there were 10 
in whom the diagnosis of carcinoma or carcinoma-in- 
situ was made without any previous clinical suspicion 
of the disease. ANDERSON et al.?° reported a higher 
incidence (1-1°%) of unsuspected cervical carcinoma, 
but it was not certain that their patients had always 
been subjected to as searching a clinical inquiry as 
those of McLaREN et al. These figures suggest that, if 
cytalogical methods of diagnosis are to be applied to 
groups of women in whom there is no reason to suspect 
uterine cancer, early carcinoma (chiefly non-invasive) 
might be found as often as once in 100-250 women. 
Unsuspected carcinoma of the body of the uterus 
would probably be discovered much less often than 
cervical cancer, for most patients with carcinoma of 
the body have suspicious symptoms which prompt 
complete investigation. But if unsuspected cancer is, 
in fact, as common as this, there is much to be said 
for OsBoRN’s *4 view that this kind of cytology is more 
rewarding than many other investigations regarded 
as essential in a general pathology laboratory. 
Further careful studies are needed, both to confirm 
the incidence of truly unsuspected cancer, and to 
extend our knowledge of the behaviour of in-situ 
carcinoma so that its correct treatment can be estab- 
lished. As McLaren et al. point out, cytology can 
uncover a disease at a stage when we have no exact 
knowledge of its natural history and, therefore, of its 
implications for the individual patient. 


But if vaginal cytology is to be extended as 
a screening procedure, which women should be 
examined ? It is clearly impracticable, even if it 
were desirable, to screen all women at regular intervals, 
and one view is that if we cannot examine all, we 
should examine none. Moreover, when a patient who 
has attended a cancer-detection clinic is asked to 
return because of a doubtful smear, fears may be 
sown in her mind that are hard to allay, and more 
harm than good may result. There is no such objection 
to the use of vaginal smears in women already attend- 
ing a %ynecological clinic, who would normally be 
asked to return for a follow-up visit in a few weeks’ 
time. If it were used in this way, and combined with 
carefully gathered clinical data, much more would be 
learned about the value of this investigation. Until 
there are more trained cytologists, the method might 
perhaps be restricted to patients awaiting a major 
gynzcological operation, a few of whom might thus 
avoid the inadequate operation of simple total (or 
even subtotal) hysterectomy, or amputation of the 
cervix, when early carcinoma of the uterus was, in 
fact, present unknown to the surgeon. WACHTEL and 
PLEsTER®> described 2 cases in which cytological 
examination modified the proposed operation; and 
22. McLaren, H. C., Taylor, ©. W., Attwood, M. E. J. Obstet. 

Gynec., Brit. Emp. 1956, 63, 801. 
23. Anderson, A. F., Grant, M. P. S., McBryde, R. M., Cockburn, 
M. K. 1953, 60, ‘345. 

24. Osborn, G. R. Proc. R. Soc. Med. 1956, 49, 246. 
25. } Ae ong E., Plester, J. A. J. Obstet. Gynec., Brit. Emp. 1952, 


ANNOTATIONS 


carcinoma in surgical material removed for other 
reasons. 

Nevertheless, however valuable cytology may be in 
detecting cancer when it is not suspected, it must not 
be allowed to become a substitute for clinical investi- 
gation ; for there are other diseases than cancer and 
other organs than the uterus are subject to cancer. 
The diagnostic error of cytology is by no means 
negligible, nor is it likely to become so; OSBORN 
considers that vaginal cytology alone is certain to miss 
about 10°% of cases of cancer of the uterus. Whenever 
clinical suspicion of cancer arises, therefore, other 
investigations, particularly biopsy and curettage, are 
necessary in addition to a cytological examination, if 
the chances of missing the diagnosis are to be reduced 
to a minimum. 


Annotations 


REMUNERATION 


INsTEAD of arranging an increase through the Whitley 
Council, as they had proposed, the Government last week 
announced that the salaries of junior hospital doctors 
and dentists are to rise by 10% from April 1. This is 
the second increase for junier hospital doctors since 1948, 
and according to an analysis in the Financial Times™ 
it’ gives the house-physician or house-surgeon nearly 
(though not quite) the same purchasing-power as he had 
when the service started. But though the houseman 
will have a gross salary 33-5% higher than in 1948, to 
compensate him for a rise in prices estimated at 36%, 
the senior registrar will still have to manage on a salary 
only 21% higher than he had eight years ago. The 
Financial Times correspondent points out that, on the 
new scale of salaries offered to university staffs (without 
any direct pay claim) in order to maintain recruitment, 
non-medical professors will have their salaries increased 
by about 50% since 1949 and clinical professors by 9%, 
against a price rise estimated at 34%. 

The claim for a 24% increase on existing remuneration, 
put forward last year on behalf of all doctors in the National 
Health Service, was based on evidence that prices 
generally were 24% higher in April, 1956, than in April, 
1951. Though, until the Royal Commission reports, there 
can be no hope of any settlement based on principle or 
on detailed consideration of the facts, we trust that the 
further interim adjustment’? of which the Prime 
Minister has promised to speak ‘‘ in due course ’’ will be 
one that reasonable people will think reasonable—at any 
rate in the present difficult circumstances of the nation. 


THROMBOSIS OF THE PULMONARY ARTERIES 


Putmonary heart-disease resulting from thrombotic 
occlusion of the small pulmonary arteries by repeated 
embolism has been recognised for some years; but 
massive thrombosis of the larger pulmonary arteries 
is a less familiar cause. For this reason, the findings 
of Ball et al.28 who have added 23 new cases to the 200 
already on record, are particularly welcome. 

In all but 4 of their patients the thrombosis was 
associated with some other disease (mitral stenosis, 
chronic bronchitis, and carcinoma of the lung, stomach, 
or pancreas were predominant). At necropsy the 
pulmonary thrombosis was usually found to be secondary 
to pulmonary embolism, but in a few cases it was primary. 
The criteria for this distinction between primary and 
26. Speert, H. Amer. J. Obstet. Gynec. 1949, 57, 947. 


27. Financial Times, March 14, 1957. 
28. ie P., Goodwin, J. F., Harrison, C. V. Circulation, 1956, 
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secondary pulmonary thrombosis are not entirely satis- 
factory, but primary thrombosis is suggested by local 
disease of the artery wall, by the fact that the thrombus 
forms a perfect cast of .the pulmonary artery, often 
showing laminations parallel to the vessel wall, and 
by the absence of any source for an embolus. Thrombosis 
secondary to embolism is likely when there is no disease 
in the artery wall, and when there is a source for the 
embolus, which is often coiled, not forming a perfect 
cast of the pulmonary artery but bearing the impress 
of the vessel from which it arose. Pulmonary infarction 
beyond the occlusion was a variable finding and did not 
help to distinguish the two conditions. 

The clinical features were commonly those of right- 
sided heart-failure with low cardiac output. The onset 
was often insidious. Dyspnea was prominent, and was 
commonly accompanied by pleural pain and hemoptysis, 
suggesting pulmonary infarction. Some patients were 
liable to faint, especially on exertion; and several 
died in coma. The principal signs were those of right 
ventricular hypertrophy, but in some patients this 
was due to concomitant mitral stenosis. A pulmonary 
systolic murmur, a normal or soft second heart-sound, 
a small pulse, and cyanosis were also noted. Radio- 
logically, an enlarged right ventricle and dilated 
pulmonary arteries, often with diminished pulsation, 
were the main findings. The lung fields were sometimes 
oligemic or contained shadows caused by pulmonary 
infarction. The electrocardiogram usually reflected the 
pattern of right ventricular hypertrophy. 

The rare diagnosis of pulmonary-artery thrombosis 
must therefore be considered whenever a patient has 
unexplained congestive failure, breathlessness, fainting, or 
repeated attacks of chest pain and pulmonary infarction. 
If the clinical picture includes evidence of peripheral 
venous thrombosis, a systolic murmur in the pulmonary 
area, and a normal or soft second sound, then the diag- 
nosis becomes more probable. If in addition there is 
radiological evidence of an enlarged right ventricle, 
dilated pulmonary arteries without significant pulsation 
and clear lung fields (or shadows of pulmonary infarction), 
and if the electrocardiogram indicates right ventricular 
hypertrophy, the diagnosis becomes almost certain. 

When the diagnosis is made, a long period of anti- 
coagulant treatment offers the only hope of preventing 
the thrombus from extending. If emboli are repeatedly 
arising from the leg veins and cannot be controlled 
by anticoagulants, ligature of the inferior vena cava 
may have to be considered. 


A MATTER OF COMPLICATION 

Tue significance of complications following an opera- 
tion of an acute illness has been much reduced by greater 
control of infection and by the precautions taken to 
prevent cross-infection in hospitals, particularly in 
childrens’ and infants’ wards, where infection may strike 
with disastrous speed. Similar, but less elaborate, pre- 
cautions are taken in acute geriatric units, for infection 
can be equally hazardous at the other extreme of life. 
Rang ' has lately examined the incidence of complications 
among patients in the geriatric unit of University College 
Hospital, London, during a 12-week period. These 
complications may be considered to be immediate, as 
opposed to remote. Rang found that one complication 
occurred in each geriatric bed every 79 days, compared 
with a complication interval of 298 days in an acute 
medical ward and 282 days in a halfway house. More- 
over, 68°, of patients in the geriatric unit had complica- 
tions compared with 9° among general medical admis- 
sions. The average age of the general medical admissions 
was 58, and in Rang’s over-65 group age did not seem 
to affect the incidence of complications ; why then was 
there this disturbing difference ? 


1. Rang, M. Lancet, Feb. 23, 1957, p. 401. 
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Much depends on what may reasonably be accepted as 
a complication. The Shorter Oxford English Dictionary 
attributes to John Arbuthnot (1667-1735) the original 
medical interpretation of ‘‘ disease complicating other 
diseases.’’ Webster and Chambers agree on a succinct 
non-medical meaning, ‘‘ intricate blending or entangle- 
ment,’’ and Chambers defines complications in the medical 
sense’ as ‘‘a number of diseases present at the same 
time.’’ In Rang’s survey, only conditions arising after 
admission and not clearly related to the patient’s original 
illness were counted as complications. But ‘‘ a number 
of diseases present at the same time ”’ is the lot of many 
old people, and most of those who are admitted to 
hospital are probably ‘‘ complicated ”’ from the outset. 

In whatever way an illness in an old person may arise, 
it is always hard to be sure that a set-back under treat- 
ment does not come within the natural history of the 
initial acute episode or that it is not due to aggravation 
of some latent condition. For example, if an old man is 
admitted stuporose after a cerebrovascular disturbance, 
severely dehydrated from any cause, or in congestive 
failure, the rapid onset of chest infection is an immediate 
probability and hardly a complication ; but if a pneu- 
monia develops after recovery from the acute phase, then 
it must be regarded as a complication, provided the 
patient’s lungs were normal for his age before the vascular 
accident. On the other hand, if he had chronic bronchitis, 
quiescent at the time of the acute illness, then a sudden 
flare-up at any stage is a hazard of bronchitis and cannot 
be regarded as a complication of the cerebrovascular 
disease. Again, an elderly obese diabetic, who long 
since stopped visiting the clinic because of blindness and 
osteo-arthritis, is admitted with skin sepsis, a urinary 
infection, and heavy glycosuria. The day before she is 
due to be diseharged, she has a cerebral thrombosis. Is 
this to be regarded as a complication of her diabetes or 
as a dissociated manifestation of cerebral arterial disease, 
the association with diabetes being fortuitous? Is it 
logical ever to regard a coronary thrombosis in the 
elderly as a complication, except as a calculated risk 
when using certain drugs? All this may seem to be a 
splitting of hairs, but it is nevertheless true that the 
presenting illness often takes the form of a complication 
of pre-existing disease. Senile osteoporosis often has no 
symptoms until a vertebra collapses: a subsequent 
bedsore would be a further complication ; a hamatemesis 
from an unsuspected gastric ulcer would not. For these 
reasons, the picture given by Rang’s figures may be 
too gloomy. 

Rang classes together falls and confusion because he 
considers they are partly due to the same thing. Cer- 
tainly, a confused elderly person may easily fall if not 
éarefully supervised, but falls in hospital are not 
uncommon in the mentally composed. In many hospitals 
the floors are uneven and worn, ready to trip, or polished 
to ice-rink slipperiness. Along these floors shuffle the 
old folk, shuffling because of slippers which do not fit, 
because of a nightdress which has to be twisted and held, 
or because of a trailing dressing-gown. Since every 
old lady in hospital rightly insists on carrying her 
hand-bag, her knitting, and perhaps a library book, 
morning paper, and spare blanket on her way to the 
day-room, it is surprising that many of them stay on 
their feet for as long as they do. No form of mental 
disturbance other than confusion is included in Rang’s 
analysis ; so presumably the term covers all mental dis- 
turbance which can be handled in an acute geriatric ward. 
Thus, patients who become confused shortly after 
admission may be delirious because of the increasing 
severity of their illness—a complication common to any 
age. It must be distinguished, among other things, from 
a confusional state due to cerebral arteriosclerosis, which 
may be precipitated by acute illness or by unfamiliar 
surroundings, but whose underlying cause has been 
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clinical manifestations of such a condition as the com- 
plication of a dissociated illness. 

For the 26 old people in the halfway house attached 
to University College Hospital the, average stay is 
measured in years. Their complication interval of 282 
days will not surprise a geriatrician who looks after a 
halfway house or a long-stay ward for the infirm elderly, 
or who maintains close association with welfare homes. 
In these sheltered surroundings, the old people live 
contentedly on for years and then one day quietly depart. 
Before they enter a halfway house or long-stay ward 
many of these patients have been in an acute geriatric 
unit, in all probability with an illness punctuated by 
setbacks—or complications. When everything that can 
be done has failed to restore them to independence, they 
must enter a new phase of life, in which it is often 
happily rare for episodes of acute illness to disturb the 
downward path. 

Unless we regard most elderly patients as ‘‘ compli- 
cated ’’ because of processes involved in tissue degen- 
eration, it may be simpler to accept some setbacks as 
inevitable in their management, rather than class them 
all as complications. Whatever the accepted interpreta- 
tion of his findings, Rang’s inquiry provides a valuable 
stimulus and emphasises the great care called for in the 
management of acute illness in the aged. 


TUBING FOR INTRAVENOUS INFUSIONS 


TRANSFUSION of blood and infusion of solutions con- 
taining electrolytes, glucose, and other substances into a 
patient’s veins have become commonplace, but it need 
hardly be said that they are not without their compli- 
cations. blood-transfusion sometimes causes a 
reaction and a rigor when there is no question of mis- 
matching of blood-groups and no unusual antibodies. 
Even the infusion of a simple saline solution has been 
known to cause similar reactions. Another and more 
serious sequel of intravenous infusions is thrombo- 
phlebitis, which may lead to permanent occlusion of a 
vein—no light matter for a patient needing multiple 
transfusions. Even though everything has been done to 
ensure that the fluids infused are properly prepared, 
thrombophlebitis may still ensue. Suspicion has fallen 
on the tubing used to connect various parts of the 
apparatus—particularly the red rubber tubing used, and 
re-used, in the standard giving-sets issued by the National 
Blood Transfusion Service. The Medical Research 
Council’s blood-transfusion research committee have been 
investigating this matter and their report appears on 

. 595. 

" They begin by noting that, according to recent reports, 
the incidence of thrombophlebitis using N.B.T.S. sets is 
over 50%, when the infusion is continued for more than 
twelve hours. Handfield-Jones and Lewis! had shown 
that the incidence of thrombophlebitis was much less 
when a pure latex rubber tubing was substituted for the 
red rubber tubing. The committee therefore arranged 
for a number of centres to carry out a comparative trial 
between N.B.T.S. sets and a plastic infusion set of 
‘* disposable ’’ type. The set used 6 feet of plastic tubing, 
ending in a short length of latex rubber tubing fitting on 
to the intravenous needle ; the drip chamber and filter 
chamber were plastic and the filter itself of nylon mesh. 
A special rubber bung with an air-inlet valve was 
provided for fitting into the standard 540 ml. blood- 
bank bottles. 

In the opinion of the committee, the trial showed con- 
clusively the superiority of the plastic set over the 
standard red rubber and glass set. Reactions were still 
seen with infusions lasting over twelve hours, but in only 
32% of patients when plastic sets were used, compared 
with 56% with the red rubber sets. There were severe 


1. Handfield-Jones, R. P. C., Lewis, H. B. M. Lancet, 1952, i, 585. 


sets were used, and in 34% with rubber sets. The results 
also confirm once again that the longer the infusion 
continues, the greater the risk of thrombophlebitis, and 
that infusions lasting less than twelve hours carry a 
negligible risk. This does suggest that the properties of 
the tubing are not the sole factor in the production of 
thrombophlebitis. 

Thus there now seems to be good evidence for abandon- 
ing the use of red rubber tubing for giving-sets. But to 
replace the thousands of N.B.T.S. giving-sets by dis- 
posable plastic sets would be very costly. These dis- 
posable plastic sets are popular in the U.S.A., and they 
are used with a plastic bag holding the blood or infusion 
fluid, or with glass bottles fitted with a special bung into 
which the plastic piercing-needle can be inserted. The 
British sets have a special bung and metal cap to fit the 
N.B.T.S. bottles, and to throw these away each time 
seems unnecessarily wasteful. The alternative is to 
replace the red rubber tubing in the present N.B.T.S. sets 
by a safer form of tubing. For this purpose, two types of 
tubing are available—the pure latex rubber tubing 
advocated by Handfield-Jones and Lewis, and the 
silicone-rubber tubing whose properties have been 
investigated by Wilkinson et al.2 The silicone rubber 
was found to be particularly suitable for intravenous 
infusion work. Wilkinson et al.’s results cannot be 


“compared with those of the M.R.C. committee, because 


Wilkinson et al. were working with blood-transfusions 
and consequently the tubing was not in use for periods 
of over twelve hours. Nevertheless it is interesting to note 
that in 296 transfusions given through silicone tubing, 
there were only 3 reactions. Silicone tubing has the 
considerable advantage that it can be used over and 
over again; specimens of silicone tubing were washed 
and autoclaved over forty times before showing signs of 
deterioration. 

If silicone tubing proves as safe as plastic tubing for 
more protracted infusions, the choice may well turn on 
cost. Latex tubing costs two to three times as much as 
red rubber tubing ; silicone tubing will probably be two 
or three times the price of latex tubing, but the silicone 
tubing can be used forty times, compared with about six 
times far latex tubing. The disposable plastic sets 
probably cost as much as a length of silicone tubing for a 
single transfusion set. We hope it will soon be possible 
to take an official decision in this matter. Departments 
anxious to keep transfusion reactions to a minimum 
abandoned red rubber tubing some time ago, and the 
M.R.C. committee’s report will encourage more people 
to do so. 


CYTOMEGALIC INCLUSION DISEASE 


INTRANUCLEAR inclusions in very large cells were first 
described in the kidneys of a stillborn infant more than 
fifty years ago.’ Similarly affected large cells are often 
found in the salivary glands of young children at routine 
necropsies, the incidence varying in different series from 
10 to 32%.* 

In 1920 Jackson 5 described abnormalities in the ducts 
of guineapigs’ salivary glands which she attributed to a 
protozoon. But soon afterwards it was shown * that 
these lesions, which resembled those found in the salivary 
glands of children, were caused by a virus resistant to 
50% glycerol and capable of passing through a Berkefeld 
N filter. Similar agents, all species-specific and all causing 
the same morphological abnormality, have been recog- 
nised in rats, mice, moles, hamsters, monkeys, and 


. Wilkinson, J. F., Freeman, G. G., "New, N., Noad, R. B. Ibid, 
1956, ii, 621. 

. Jesionek and Kiolemenoglou. |. Miinch. med. Weschr. 1904, 51, 
1905. 


. Smith, M. G., Vellios, F. Arch. Path. 1950, 50, 362. 
. Jackson, L. J. infect. Dis. 1920, 26, 347. 
. Cole, R., Kuttner, A. G. J. exp. Med. 1926 44, 855. 
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chimpanzees. By analogy it was inferred that the human 
lesions were caused by a virus and the group of agents 
came to be known as salivary-gland viruses. In 1954 
Smith 7 reported that she had propagated the mouse 
virus in culture of mouse-embryo fibroblasts, in which 
the characteristic lesions could be seen. Her culture 
fluids caused the salivary-gland lesions to appear in mice 
of a strain not naturally carrying the virus, and they also 
infected new cultures. Last year® she described the 
successful infection of cultures of human uterine wall 
with virus from the salivary gland of a seven-month 
infant and from the kidney of a one-month infant. The 
cultured cells showed the characteristic lesions and could 
be protected by human immune sera. The infective 
materials which caused these lesions in human cells 
could pass bacteria-retaining filters and had no effect on 
suckling mice or cultures of mouse embryonic tissue. 

It is thus well established that the presence of abnorm- 
ally large cells with intranuclear inclusions in the salivary 
glands and other organs of infants is due to infection with 
a species-specific virus. Why this abnormality occasionally 
becomes a generalised fatal disease is not known. Smith 
and Vellios * found the generalised disease in 1° of 1400 
necropsies, and they concluded that this was a primary 
fatal disease in infants under two months of age. The 
clinical picture was usually the result of damage to the 
liver and hemopoietic system. In older infants general- 
ised cytomegalic inclusions were more commonly associ- 
ated with some other primary illness. Cappell and 
McFarlane,® in a beautifully illustrated account of the 
pathological changes, emphasise the importance of 
thinking of this infect‘on in hemolytic disease when 
isoagglutinins cannot be found. The generalised disease 
has been described in adults but Hamperl,!! examining 
material from such a patient, thought to have died of 
inclusion pneumonitis, was able to demonstrate the 
presence of Pnewmocystis carini, and he thought that 
cytomegalic virus alone could not cause pneumonitis in 
adults. 

As the kidneys of infants were involved in the general- 
ised disease and the characteristic large cells could be 
seen in the lumen of the tubules, Wyatt et al.!* suggested 
that it might be possible to diagnose the disease during 
life by finding such cells in the urine; and in this way 
Fetterman '* later made the first confirnied antemortem 
diagnosis of the disease. Margileth '* described the care 
and treatment (which included cortisone) of a patient 
who survived an_ established generalised infection. 
Birdsong et al.'® have lately recorded 2 cases, 1 of them 
fatal, in which prednisolone and later corticotrophin were 
given. They think that in future exchange transfusion 
should be considered. In the child who survived, exami- 
nation of urinary sediment had confirmed the diagnosis. 

Birdsong et al. suggest that the mother of an infected 
infant must have an initial subclinical infection during 
her pregnancy—a view which is supported, they think, 
by the fact that the mothers are often primigravide from 
isolated rural homes. But Smith and Vellios ¢ mention 
an example in a fourth child, and Wyatt et al.’ say that 
no inclusions are found in the placenta. Like Wyatt 
et al. and Bacala and Burke,!* Birdsong et al. say that 
symptoms and signs in the generalised disease depend on 
the tissues principally involved and may include jaundice, 
hepatomegaly, purpura, splenomegaly, thrombocyto- 
penia, hemolytic anzmia, and, less commonly, evidence 
of intracranial calcification or cerebral hemorrhage. 
N.Y. 1954, 86, 435. 
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SALMONELLA IN REPTILES 


Ir has been known for several years that some lizards, 
snakes, and tortoises harbour members of the genus 
salmonella, but knowledge has advanced slowly because 
reptiles, as a tribe, are hard to find or hard to catch. 
In the course of an inquiry into the distribution of 
salmonellz in Ibadan, Collard and Montefiore? got over 
the second difficulty by employing schoolboys with 
catapults to collect specimens of Agama agama, the 
lizard which basks on every sunny wall in Nigeria. 
Their enthusiastic Nimrods made a bag of 160 of which 
11% were found to carry some species of salmonella 
in their bowels. All but two of these species had been 
isolated previously from the human inhabitants of the 
town. That no salmonella were found in 100 gekkoes 
(Hemidactylus boothii) taken at the same time may be 
an equally important observation. Collard and Mente- 
fiore suggest that the lizards acquire infection by snapping 
up flies as they leave the trench latrines, while the gekkoes 
(which also eat flies) prefer the dark insides of buildings. 
This implies that flies soon lose their burden of excre- 
ment or that flies from latrines do not enter houses. It 
may be that the two reptiles have yot the same taste 
in edible flies. It is curious too that Mackey ? in East 
Africa quite often found salmonell# in a related gekko. 

The distribution of these organisms in reptiles is, 
in fact, puzzling. Many of the recorded isolations from 
snakes are from single animals, either found dead or 
sick or else in zoological gardens where there is often a 
risk of infection from some other captive. Negative 
findings are more common than the published records 
suggest. Since all snakes are carnivorous, they are liable 
to infection from their victims and this might explain 
the simultaneous infection of gopher snakes and turkey 
poults recorded in Arizona.’ 

Testudo greca, the tortoise kept as a pet, is a complex 
of about seven sub-species all native to the Mediterranean 
basin. It is vegetarian but, whether wild or in captivity, 
over 90% of the specimens examined have yielded one 
or more species of salmonella. Other species of testudo 
in Asia, Africa, and South America have produced very 
few, but the species of salmonella found heve been the 
same as those found in T. greca. All other tortoises and 
terrapins examined have so far given negative results, 
and as far as is known no other reptile shows a carriage- 
rate approaching that of 7. graca. At the same time 
anyone who has examined reptilian faces must have 
noticed the abundance of unnamed bacteria which seem 
related to salmonelle either in biochemical behaviour 
or serological affinities. 

It is customary to speak of reptiles which harbour 
salmonelle as ‘‘ reservoirs of infection.’’ Apart from the 
fact that man and reptiles seldom have intimate relations, 
the phrase may indicate a too anthropocentric view. 
If Collard and Montefiore are right in their surmise 
on the source of ‘nfection in lizards, it would be more 
accurate to describe man as a reservoir of infection for 
reptiles. Mackey may be right in suggesting that human 
food is contaminated by dust containing the feces of 
infected lizards, but in many old houses man lives in 
more or less contented symbiosis with mice without 
being infected by these notorious carriers. Who infects 
or who is infected by the solitary tortoise sunning himself 
in the maquis ? The epidemiology of salmonella infection 
has been confused by a great number of attractive 
analogies and hypotheses, few of which have been and 
some of which cannot be proved. 


Dr. FREDERICK PRIcE, long editor of the well-known 
textbook on medicine, died in London on March 19. 


1. Collard, P., Montefiore, D. West Afr. med. J. 1956, 5, 154. 
2. Mackey, J. P. East Afr. med. J. 1955, 32, 1. 
3. Hinshaw, W. R., McNeil, E. Amer. J. vet. Res. 1945, 6, 264. 
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INFECTION of wounds and burns in hospital depends 
on many factors. One of these is the accumulation 
and distribution of pathogenic organisms by bedding 
materials. Blankets and sheets on the bed of an infected 
patient, when examined by a suitable method such as 
the sweep-plate technique, can be shown to harbour large 
numbers of the responsible pathogen (Blowers, Mason, 
Wallace, and Walton 1955). Other methods can be used 


to show that these organisms are scattered far and wide . 


whenever the bedding is disturbed. Normal laundering 
does not sterilise blankets, and, after washing, some of 
them are more heavily contaminated than before. This 
is not surprising since woollen materials are washed at a 
low temperature (about 37°C) to prevent shrinking and 
‘* felting.’’ An ordinary laundry rotary machine does little 
more than redistribute bacteria between the individual 
blankets. Cotton articles, such as sheets are usually 
boiled and steam-pressed in the laundry and these 
processes destroy most pyogenic micro-organisms. 

In any serious attempt to prevent cross-infection of 
wounds, hospital blankets must therefore be sterilised 
regularly. This can be done by exposing them to steam, 
but after a few such treatments even at low pressure 
they have shrunk to some two-thirds of their original 
length and lost all their fluffiness. The result is a small, 
hard, and uncomfortable article. Repeated laundering 
even without sterilisation eventually gives the same 
result. Shrinking due to ordinary washing can be reduced 
if the blankets are specially treated when new, but this 
does not protect them against high-temperature sterilisa- 
tion. The cost of a 5 lb. (2-3 kg.) hospital blanket 96 x 
72 in. (244 x 183 cm.) is £2 10s., or £2 15s. if anti- 
shrink treatment is applied, so that replacement costs 
are high if sterilisation and washing are done as a routine. 
In many hospitals, therefore, blankets remain not only 
unsterilised but unwashed for long periods. 

To overcome some of these difficulties various methods 
have been suggested. van den Ende, Lush, and Edward 
(1940) devised a process for treating blankets with oil 
so that bacteria stick to the fibres instead of being 
scattered during bed-making. Formalin disinfection is 
used, especially in infectious-diseases hospitals, but there 
has always been some uncertainty about its efficacy. 
Also it needs expensive equipment and each article has 
to be handled separately which increases labour costs. 
Disinfection of blankets with quaternary ammonium 
compounds has been suggested (Rountree 1946, Barnard 
1952, Blowers and Wallace 1955). This is highly effica- 
cious against the pyogenic cocci, but its action against 
Pseudomonas pyocyanea is poor and against tubercle 
bacilli doubtful. It causes less shrinking and felting than 
does steam sterilisation, and blankets can be treated some 
thirty times before they have to be discarded. We have 
found it the most satisfactory method for disinfecting 
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woollen blankets and will continue to recommend it so 
long as they are used. It seemed to us, however, that the 
right answer would be to make blankets of a material 
that could be boiled without serious damage. Most 
laundries have facilities for high-temperature washing, 
and, if blankets could be treated in this way, all non- 
sporing bacteria, including tubercle bacilli and pseudo- 
monas, would be destroyed and separate sterilisation 
would not be needed. We therefore made preliminary 
trials of several materials. Those showing enough 
promise to warrant longer trials were : 


1. Turkish towelling. 
2. Loomstate cotton weave. 
3. Synthetic polyester fibre (‘ Terylene ’). 


New Materials 


The first two materials were tried in a plastic-surgery 
and burns unit where unsterilised woollen blankets had 
previously been used. Because wound infection was 
already a problem in the unit, it was decided to make a 
complete change to sterilised blankets. As it was not 
possible to have wards fully equipped with each of the 
new types of blanket, it was arranged that wool, towelling, 
and loomstate would be used successively, each for a 
week. This made it easy for patients and nurses to 
compare the three materials. At the end of each week, 
when the change-over was made, the dirty blankets 
were sent to the laundry and washed. Woollen blankets 
were washed at 37°C and then treated with a quaternary 
ammonium compound; towelling and loomstate were 
washed at 100°C but without chemical treatment. 

The terylene blankets we: tried in a surgical ward of 
a tuberculosis hospital. On * 6 were available, so they 
were used and treated as part of the normal blanket 
stock except that they were washed at 100°C. 


Turkish Towelling 

This is a heavy material of the type used for bathing- 
wraps. It is white and has a clean and pleasing appear- 
ance. Each blanket measures 100 x 80 in. (254 « 2038 cm.), 
weighs 5 Ib. (2:3 kg.), and costs £3 6s. 

The patients were satisfied with the warmth and 
comfort of the towelling and found it equal in all respects 
to the usual woollen blanket. The nurses found it easy 
to handle; visitors and administrative nursing s 
commented on the neat and clean appearance of the beds 
made up with the new blankets. 

After several months’ use 6 blankets were examined 
bacteriologically by the sweep-plate method before and 
after laundering. The results are shown in the table 
together with those of 6 chemically treated woollen 
blankets. We also include, for comparison, results from 
woollen blankets in another ward ; these were washed in 
the ordinary way without sterilisation. 

After twelve months and twenty launderings the 
Turkish towelling blankets were 98 x 78 in. (250 x 198 cm.), 
an area-loss of 4% due to shrinkage. The woollen blankets, 
originally 96 x 72 in. (244 x 183 cm.) had shrunk to 
78 x 58 in. (198 x 147 cm.). The area-loss was thus 35%. 
But the most striking difference between the two materials 
was that, whereas the towelling retained its original 
texture almost unimpaired, the woollen blankets had 
become felted and hard and were nearing the end of their 
useful life. A few towelling blankets have beer used on 
ward and theatre trolleys for a longer period and have 
been washed over fifty times. These, too, are still in 
excellent condition. } 


Loomstate Cotion Weave t 

This is similar in appearance to the cellular woollen 
material that is already on the market. It has a cream 
colour and is made into blankets 96 x 76 in. (244 x 
193 cm.) weighing 3 lb. (1-4 kg.) and costing £1 Os. 10d. 
each. These were a little less warm than the woollen 
and towelling blankets and some patients needed four 
of them instead of the usual three. Bacteriological tests 


+ Bleached Terry sheets duality. Two sheets 100 x40 in., 
joined oF the centre. Made by William Cunningham & Co. 
Ltd., Box 24, Dunfermline. 

cotton blankets, 96x76 in., made 
Kershaw & Co., Derby Street Mills, Bolton, Lancs. 
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SPECIAL ARTICLES 


{marcH 23, 1957 


GENERAL BACTERIAL COLONY-COUNTS ON SWEEP-PLATES FROM SIX BLANKETS OF EACH MATERIAL BEFORE 
AND AFTER WASHING 


Wool (37°C wash + 


Wool (37°C wash) quaternary ammonium 


Towelling 
(100°C wash) 


Terylene 


Loomstate 
(100°C wash) 


(100°C wash) 


rinse) 

7 oe : Before After Before After Before After Before After 
Before washing After washing washing washing washing washing washing washing wash. ng washing 
Over 2000 Over 2000 960 4 570 2 751 1 50) 2 
Over 2000 776 } 523 | 2 500 10 301 3 478 3 
Over 2000 740 | 311 0 500 5 280 1 227 3 
972 860 | 199 2 220 2 223 8 157 0 
622 1028 | 101 4 85 2 138 1 77 1 
279 752 88 1 67 2 119 2 63 0 


were satisfactory (see table), and after twelve months’ 
use and twenty washings the blankets measured 94 x 
7A in. (238 x 188 cm.), having lost only 5% of their original 
area. Texture was unaltered. 

Terylene § 

This now well-known and versatile material § is made 
into a staple fibre and woven to make blankets almost 
indistinguishable from a high-grade wool. Each is 
89 x 74 in. (226 x 188 cm.), weighs 3'/, lb. (16 kg.), 
and costs £3 18s. In warmth and appearance these 
blankets are equal to new woollen ones. After eighteen 
months’ use and thirty washings the measurements 
were 84 x 72 in. (214 x 183 cm.) with an area loss of 
8%. The material is now rather less fluffy than when 
new, but is in vastly better condition than a woollen 
blanket after the same use. The effect of boiling on the 
bacterial flora of terylene blankets is shown in the table. 


Discussion 


We believe that patients in hospital are entitled to 
bedding that has been washed and sterilised since it 
was last used. Moreover, it seems wrong that after a 
wound has been covered with sterile materials in the 
operating-theatre, the patient should be returned to a 
bed of heavily infected blankets. We regard the bed- 
clothes as part of the patient’s wound dressing and think 
that they should be free from pathogenic organisms. In 
surgical and infectious diseases wards, at any rate, all 
bedding should be changed and sterilised weekly to 
reduce dissemination of organisms during bed-making. 
All this can easily be done with the new materials that 
we have tried because they can be washed and sterilised 
in one operation. 

The table clearly shows the bacteriological superiority 
of boiling over ordinary low-temperature washing. The 
advantage of boiling over chemical sterilisation—that 
heat is known to be effective against tubercle bacilli and 
pseudomonas—is not shown in the table, and we have 
done no experiments to confirm that this is so under 
laundry conditions. 

The greater inflammability of cotton compared with 
wool must be seriously considered. Blankets on a bed 
are not often exposed to a flame, but a lighted match 
or cigarette may be accidentally dropped on them. This 
causes no more than local scorching to woollen blankets. 
In the same circumstances the two cotton materials 
smoulder’ and sometimes burn, but the spread of the 
flame is irregular and slow. It is difficult to say whether 
this is a serious objection to their use in hospital, but 
we are inclined to think it is not. Terylene, in these 
circumstances, is not inflammable. The cotton materials 
ean be flame-proofed and the treatment would add 
about 7s. 6d. to the cost of each blanket. 

The generation of static electricity by fabrics some- 
times causes explosions, and when new materials are 
introduced into hospitals this should be borne in mind 
though it is not generally known that even wool is able 
to cause sparking. Cotton is much less liable to do 
this but terylene builds up high charges and sparking 


§ Supplied by Imperial Chemical Industries Ltd., Terylene Council, 
Hookstone Road, Harrogate. 


easily occurs. Blankets of this material should not be 
brought near anesthetic or other explosive gases. 

The choice between the available materials for hospital 
blankets is not easy. There are large stocks of woollen 
blankets and there can be no question of discarding these. 
While they remain in use they can be washed regularly 
by a low-temperature process and should be disinfected 
by a quaternary ammonium rinse. It is our opinion, 
however, that as these stocks are exhausted they should 
be replaced by boilable materials be¢ause the disinfecting 
process for these is simpler and destroys a wider range of 
organisms. The high cost of terylene and towelling com- 
pared with wool is offset by their longer life if regularly 
washed and sterilised, but it seems unlikely that terylene 
will be accepted in most hospitals until its liability to 
cavse sparking can be reduced or eliminated. Loomstate 
cotton weave is cheap, durable, and free from static 
sparking, and seems to be the best choice at present. All 
three materials will have to be used for several years 
before their costs can be properly compared with each 
other and with wool; but we thought it would be useful 
to publish these preliminary results without delay, so 
that others who wish to do so can make the comparison 
for themselves. 

We did not set out to investigate the effect of sterilised 
blankets on the frequency of wound infection nor even on 
the bacterial population of the ward. We accepted the 
fact that blankets should be sterilised, and we conducted 
these trials with the sole object of finding an inexpensive 
material which could be sterilised easily and effectively. 
Nevertheless, it was natural that we should take more 
than a casual interest in the incidence of wound-infection 
during the trials. Many of the patients with burns were 
admitted to the wards ten or more days after the accident, 
and infection with Staphylococcus aureus and Streptococcus 
pyogenes was often well established by this time. It was 
not possible to separate these patients from others with 
clean wounds. Before our investigations began, infection 
often spread between patients in adjacent beds and then 
to those in other parts of the ward, despite the fact that 
all dressings were done in a room outside the ward. We 
therefore concluded that organisms from contaminated 
blankets were passing through the patients’ dressings and 
were also infecting the air of the ward. During the trials 
wound infection became less frequent. We do not 
attribute this entirely to the sterilisation of blankets, 
because other methods of dust-control and general 
measures against cross-infection had been begun about 
the same time. We think, however, that it may have 
played a part. 

Summary 


Hospital blankets are reservoirs of pathogenic organ- 
isms, unless they are frequently sterilised. Ordinary 
washing does not sterilise them. 

Woollen blankets deteriorate rapidly if washed and 
sterilised often. 

Blankets made from cotton or.‘ Terylene’ can be 
simultaneously washed and sterilised by boiling without 
serious damage. 
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" Blankets of these materials have been tried i in “regular 
hospital use, and have been found satisfactory in all 
respects, except that cotton is rather more inflammable 
than wool (although not dangerously so) and terylene 
more easily causes static electrical sparking. 

We wish to thank the Cotton Board for valuable advice, 
Imperial Chemical Industries Ltd., William Cunningham & 
Co. Ltd., and John Kershaw & Co. Ltd. for providing the 
materials with which these trials were made ; and the nursing 
staffs at Hemlington and Poole Hospitals for their coéperation. 
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CIGARETTE SMOKING AT SCHOOL 


A. Parry JONES 
M.B. Cardiff, D.P.H. 
DEPUTY MEDICAL OFFICER OF HEALTH, CHELTENHAM 


THouGcH many schoolmasters can make a shrewd 
estimate of the prevalence of cigarette smoking in their 
classes, more definite information is scanty. This article 
records the smoking habits of the pupils at a secondary 
modern school for boys. 
age, but a few were 16. Each was questioned in the 
presence of his fellows and of his class teacher. The 
interviews took place on two consecutive days and all 
the 307 pupils in attendance were seen. 


FINDINGS 
The boys were asked whether they had ever smoked 
a cigarette, and (if so) when they first did so. Over 


TABLE I--PROPORTION OF BOYS STATING THAT THEY WERE 
REGULAR SMOKERS 


Age 
Total 
ll 12 13 14 15 16 
No. of boys.. | 32 68 15 93 34 5 307 
Yes .. 19 19 41 16 1 97 
% yes ca 28 25 44 47 20 32 


two-thirds of the 32 1ll-year-olds had already tried 
smoking, and 38% of all the boys said that they had 
smoked before entering the school at 11+. One claimed 
that he had first smoked at 6 years, and several at 7. 

The next question was are you smoking cigarettes 
regularly now? Of the boys aged 11, only 1 considered 
himself a regular smoker, but the numbers rose dramati- 
cally at 12 and again at 14 (table 1). By their own account, 
no fewer than 32% of the boys in the school were 
regular smokers. 

Finally the smokers were asked how many cigarettes 
they smoked each week. The replies were surprising 
(table nm). One 13-year-old regularly smoked over thirty 
a week, and two 14-year-olds smoked over forty. (A few 
words with their form-masters confirmed their claims.) 
Few in the younger age-groups smoked more than five 


TABLE II—-NUMBER OF CIGARETTES SMOKED WEEKLY 


Age 
Amount smoked 
11 12 13 14 15 16 
Under 5 es 1 16 13 15 8 1 
5-9 2 5 13 4 
Over 10.. 1 1 13 4 
Total 1 19 19 41 16 1 


SPECIAL 


Nearly all were 11-15 years of- 


23, 1967 


cigarettes a week, but the consumption tended to increase 
with age. Certain tobacconists in the town sell cigarettes 
singly and it was from these sources that many obtained 
their supplies. 

COMMENTS 


These replies cannot be verified, and the boys may 
have exaggerated their smoking habits through pride ; 
but an opposite bias may well have been operative in 
this survey, for smoking is prohibited both during school 
hours and whilst the pupils are journeying to and from 
school. The enquiry was conducted on the school 
premises and the investigator was known to the pupils 
as a result of his duties with the School Health Service. 
A few boys may, therefore, have repressed details of 
their smoking habits for fear of authoritarian reper- 
cussions. 

The results of this survey cannot be applied unreserv- 
edly to other secondary modern schools; neither can 
the smoking habits of the survey pupils be regarded as 
typical for all boys of their age. This Secondary Modern 
School serves a predominantly working-class area, where 
many of the senior pupils work outside school hours. 
Consequently, there can be no denying that the results 
of this survey may be abnormally high. 

At present, no action is being taken to inform the 
public repeatedly about the possible dangers of cigarette 
smoking. The decision is based, apparently, on the fact 
that scientific proof of the causation of lung cancer is 
lacking. This may be contested on the grounds that 
in the past, preventive action has not waited upon 
‘complete proof of causation. The first public-health 
measures in this country were instigated on the strength 
of a demonstrated association between insanitary living 
conditions and certain infectious diseases. The result 
was that many infectious diseases, such as cholera and 
typhus, had been virtually eliminated before the causal 
organisms were identified. 

Surely, a programme of school lectures on the possible 
dangers of cigarette-smoking would be sound, and the 
law forbidding the sale of cigarettes to juveniles (Section 7, 
Children and Young Persons Act, 1933) should be more 
strictly enforced. It is reputed that the Battle of 
Waterloo was won on the playing fields of Eton: 
unhappily, the lung-cancer statistics of a future Registrar- 
General are being determined on the playing fields of the 
modern generation. 

I am grateful to Dr. T. O. P. D. Lawson, medical officer of 
health for Cheltenham, and to the headmaster of the school 
for their encouragement and advice. 


UNIVERSITY DEVELOPMENTS 


BETWEEN the Exchequer and the universities, finance 
is measured by quinquennia, and last week the Chancellor 
announced in Parliament (see p. 642), the Treasury 
grants for 1957-62. These will rise from £30'/, million 
in 1957-58 to £391/, million in 1961-62. The grant for 
1952-53 was £20 million, and the increase recognises 
the difficulties which the universities have faced and are 
still facing. Even so, as Mr. Thorneyeroft pointed out, 
the grants take no account of the latest increases in 
academic salaries.* 

In deciding how much these grants should be, he had 
before him the interim report * of the University Grants 
Committee for 1952-56. The committee considers that 
the way in which the universities have met the economic 
strains of the past years “‘ should strengthen public 
confidence in their administration.’’ They have had to 
meet ‘Tising costs by curtailing development ; but, even 


1. Brit. med. J. 1956, ii, 1246. 

2. See Lancet, March 16, 1957, p. 583. 

3. University Development. Cmd. 79. 
1957. . 26. 18, 3d. 


H.M. Stationery Office. 
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so, in 1955-56 their aggregate expenditure exceeded their 
aggregate income by £326,000. 

At present, parliamentary grants provide 72-7% of the 
universities’ income (compared with 66-5% in 1951-52). 
The universities disinclination to become entirely 
dependent on the State, either for maintenance or capital 
expenditure, fosters their habit of self-help and economy, 
* and is one of the reasons for their decision—reluctant and 
tardy—to raise their fees to students. The increases 
which start in 1957-58 will bring in additional revenue 
of £500,000-£600,000 a year. 

In 1955-56 the universities received £71/, million in 
““non-recurrent’’ grants for building and adapting 
accommodation, and in the last nine years £311/, million 
has been spent on university building. But their needs 
have by no means been met. This is partly because of 
rising costs and partly because of the rising number of 
students. On their visits to the universities members of 
the committee saw at first hand overcrowding in libraries, 
lecture-rooms, and student refectories. They report that 
‘** in some universities laboratories are still housed in huts 
erected for emergency purposes in the 1914-18 war and 
scientific research is still carried out in ill-lit basements 
and cupboards.”’ 


PUBLIC HEALTH 


23, 1957 


The number of students enrolled in the universities of 
Great Britain in 1956 was 88,701—more than ever before. 
The growing number of pupils remaining at school till 
the age of 17 (twice as many as in 1939) and the increase 
in university awards from public funds has more than 
made up for the absence of the ex-Service students of the 
immediate post-war years. In view of these numbers the 
improvement in the staff-student ratio—1 : 7 in 1955-56 
compared with 1: 8 in 1951-52—is satisfactory, but the 
committee adds a warning that where additional appoint- 
ments are due to the needs of research and increased 
specialisation the ‘‘ effect on undergraduate teaching is 
less than might appear.” 

The distribution of students among the faculties is 
shifting ; science and technology are gaining at the 
expense of arts and medicine. 2441 students began their 
medical course in October, 1956 (compared with 2700 in 
1955, 2674 in 1954, 2614 in 1953), while the total 
number of medical students was 13,035 (14:7% of 
all students compared with 23-8% in 1938-39). The 
committee considers that one of the reasons for the 
reduced demand for entry to the medical schools is 
‘*the continued increase in the numbers on the Medical 
Register.” 


Public Health 


CONTROL OF AN OUTBREAK OF 
STAPHYLOCOCCAL INFECTION 
IN A HOSPITAL 


W. A. GILLESPIE V. G. ALDER 
M.A., M.D. Dubl., B.Se. Brist., 
M.R.C.P.I., D.P.H. F.I.M.L.T. 


PATHOLOGIST CHIEF TECHNICIAN 
UNITED BRISTOL HOSPITALS 


STAPHYLOCOCCAL infections in hospitals are often 
caused by several prevalent strains of the organism. 
Sometimes, however, a series of infections is caused by 
a single epidemic strain which seems to be exceptionally 
virulent. We describe here such an outbreak and the 
measures taken to stop it. 

All the staphylococci referred to here were coagulase- 
positive. They were phage-typed by the method of 
Williams and Rippon (1952), using the basic set of 
Colindale phages (Anderson and Williams 1956). 


The Infections 

In March, 1956, 2 babies were admitted to the Bristol 
Children’s Hospital for treatment of staphylococcal 
pneumonia and empyema contracted in another hospital, 
where there had recently been several cases of severe 
staphylococeal sepsis. One of the babies died after 
three days. The other recovered and was discharged 
seven weeks later. Pus from the chest of each yielded 
Staphylococcus aureus, resistant to penicillin, strepto- 
mycin, and oxytetracycline, and sensitive to chloram- 
phenicol and erythromycin. Both strains had the same 
phage-type ; with the basic set of phages at their routine 
test dilution (R.T.D.) they were lysed by phage 80 only. 
They produced opacity in egg-yolk broth (Gillespie and 
Alder 1952). Similar staphylococci were isolated from 
the throat and conjunctiva of 1 of the patients. Shortly 
afterwards a nurse developed a large boil on her face, 
from which a similar staphylococcus was isolated on 
April 5. She was found to be carrying the same strain 
in her nose. She had worked for three nights in the ward 
where the 2 babies were. 

From April 1 until Sept. 30 type-80 staphylococci 
caused twenty-nine suppurative lesions in 14 patients and 
4 nurses. A few of the staphylococci were weakly lysed 
by the phage 73 at R.T.D. as well as being strongly lysed 
by phage 80. The staphylococci were otherwise identical 
with those isolated from the two babies referred to 


above and probably belonged to the same strain. The 
strain may have been introduced by the 2 babies, but 
this is uncertain because few staphylococci previously 
isolated in the hospital had been phage-typed. A tendency 
to cause repeated infections in the same person was a 
feature of the organism; 5 patients had two or more 
lesions. During the same period all the other penicillin- 
resistant staphylococci in the hospital caused only 15 
infections, and no person had more than one lesion. 
Most of the type-80 infections took place before the end 
of June, by which time measures to stop the outbreak 
were well under way (see figure). 

The exceptional virulence of the type-80 strain was 
shown by its ability to cause most of the infections 
while being greatly outnumbered by other penicillin- 
resistant staphylococci in the noses of nurses and patients ; 
only 38 type-80 cultures were identified among the 
174 penicillin-resistant staphylococci isolated from all 
the nasal swabs taken between April 26 and July 10. 
(Some nasal carriers were swabbed more than once.) 
The virulence of the strain was also shown by its greater 
tendency to cause furunculosis and subcutaneous 
abscesses, often with unusually severe inflammation 
of the surrounding tissue (table 1). The strain caused 
pneumonia and empyema in 2 patients in addition to the 
2 admitted with the infection. 

The type-80 strain appeared to invade noses readily. 
It was isolated from the nasal swabs of 12 of the 23 


BLANKETS DISINFECTED 
§ NASAL CARRIERS TREATED 
BARRIER - NURSING 
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New nasal carriers of 
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TABLE I—INFECTIONS CAUSED BY HOSPITAL STAPHYLOCOCCI 
BETWEEN APRIL ie AND SEPT. 30 


Primary 
sepsis of Pneumonia Infections 
Organism skin and ‘ and of wounds 
subcutaneous empyema and burns 
abscesses 
Ty pe- -80 strain 19 2 8 
Allother penicillin- re sistant 
staphylococci 4 0 1l 


For the comparison between the first and third columns x” 
{corrected for continuity) = 5-75; P< 0-02. 


patients who in May and early June were found to be 
carrying penicillin-resistant staphylococci. Most of these 
patients had been admitted after April 1. We were 
unable to determine the importance of nasal spread 
compared with other routes of spread. To have tried to 
do so would have delayed the measures taken to stop the 
outbreak. Nevertheless it seemed important to treat 
the nasal carriers of the type-80 strain and to prevent 
others from becoming carriers. 


Preventive Measures 


Three steps were taken. Most of the patients whose 
lesions or noses contained the type-80 strain were barrier- 
nursed ; nasal carriers were treated; and bed-clothes 
were disinfected. 

At first the patients were nursed in their own wards, 
but after June 6 most of them were kept in one of two 
wards so that barrier-nursing could be more thoroughly 
practised. The precautions taken in these wards included 
the use of ‘ Hibitane’ (I.C.I.) hand cream by the nurses 
who attended to the infected patients, and the applica- 
tion of ‘ Graneodin’ ointment (Squibb) once or twice a 
day to the nostrils of all patients and nurses who were 
not carriers. Carriers were treated more intensively, as 
described below. 


Treatment of Nasal Carriers 

A search for nasal carriers was started on April 26. 
Swabs moistened with saline solution were taken from 
patients and nurses, a ward at a time, until the eight 
wards (114 beds) had been covered. This programme 
was then repeated several times, but swabbing was 
done more often in the wards which contained carriers 
or open type-80 staphylococcal lesions than in other 
wards. The resident medical and domestic staff were 
swabbed twice, but none of them were found to be 
carriers of the type-80 strain. By Sept. 26 the wards 
had been swabbed from five to nine times, 1401 nasal 
swabs had been taken, and 29 carriers, including 7 
nurses, had been identified. 

At first the swabs were plated on nutrient agar. 
Later the medium was made selective for organisms 
with the antibiotic resistance of the type-80 staphylococci 
by adding to it streptomycin 5 ug. per ml. and oxytetra- 
cycline 10 yg. per ml. Six swabs were inoculated, with- 
out spreading, on segmente of each selective plate. This 
modification greatly simplified the work. The positive 
egg-yolk reaction of the type-80 strain was also useful 
in selecting cultures for phage-typing, since most other 
staphylococci with the same antibiotic resistance- 
pattern were egg-yolk negative. 


TABLE II-—-RESULTS OF TREATMENT OF NASAL CARRIERS OF 
TYPE-80 STAPHYLOCOCCI WITH GRANEODIN 


7 q Relapsed Relapsed within 
— a a during 6 weeks of 
treatment stopping treatment 
Nurses .. 7 2 
Patients 15 ¢* At least 3; total 


not known 


* 2 patients had septic lesions from which their noses may have 
n reinfected. 


Starting at the beginning of April with the nurses 
and six weeks later with the patients we treated the 
noses of the type-80 carriers four times a day with 
graneodin ointment, which contains gramicidin and 
neomycin. The ointment was gently smeared inside the 
patients’ nostrils usually with glass rods. The nurses 
usually applied it to their own noses with their fingers. 
It was intended to treat the patient carriers for at least 
a week after their swabs became negative, but several 
left hospital before completing their treatment. The 
swabbing was not repeated often enough to determine 
how quickly the staphylococci disappeared, but in 
several cases a negative swab was obtained within a 
week of starting treatment. The type-80 strain persisted 
or reappeared in the noses of 4 of the 15 patients while 
graneodin was still being used but disappeared with 
further treatment ; 2 of these patients had septic lesions 
from which they may have reinfected their noses. At 
least 3 patients relapsed after stopping treatment, but 
others may have relapsed after leaving hospital. 

The 7 nurses who were nasal carriers of the type-80 
strain gave negative swabs within a week of starting 
treatment, but most of them continued to use the oint- 
ment for two to four weeks more. The strain reappeared 
in the swabs of 2 nurses who had stopped treatment after 
shorter periods: in 1 of them the carrier state was 
brought to an end by further treatment ; the other left 


’ the hospital before further treatment could be given. 


The results of graneodin treatment are summarised 
in table u. The treatment did not irritate the nostrils. 


Disinfection of Bedding 

During the last fortnight of May all patients’ garments 
and bedding were disinfected, a ward at a time. Sub- 
sequently the bedding from contaminated wards was 
disinfected as the patients left hospital. Non-woollen 
articles were disinfected by laundering at a temperature 
high enough to kill staphylococci. Blankets and other 
woollen goods were treated with moist formaldehyde 
vapour in an autoclave chamber. A. flexible copper 
tube (2/,, inch bore) was fitted through a gland in the 
door of a horizontal cylindrical dressings autoclave of 
capacity 22 c. ft. The blankets were placed loosely in a 
wire cage inside the chamber, 18 at a time. The jacket 
was hea by admitting steam to a pressure of 25 Ib. 
and then turning it off. Steam was not admitted to the 
chamber. A 20-inch vacuum was then created in the 
chamber by means of the ejector, and 75 ml. of formalin 
(40% formaldehyde), with an additional 400 ml. of water, 
was allowed to flow in slowly through the copper tube, 
the inner end of which had been placed so that the 
fluid would fall on the hot jacket lining and not on the 
blankets. After an hour the vapour was removed by 
creating a vacuum, admitting air, and then creating 
another vacuum. 

The formalin treatment did not shrink nor otherwise 
damage the blankets. ‘‘ Sweep-plate ”’ cultures (Williams, 
cited by Blowers and Wallace 1955) showed that more 
than 95% of the bacteria in the blankets were killed. 
Most of the survivors were aerobic sporing bacilli. 
The only disadvantage of the method was the smallness 
of the load which could be disinfected at a time. In 
subsequent work with an autoclave of 53 c. ft. capacity 
loads of 36 blankets have been disinfected satisfactorily. 


Results 

The numbers of type-80 staphylococcal infections and 
of new nasal carriers fell sharply after June (see figure). 
3 of the 7 infections which occurred during the next three 
months were in patients who had had similar infections 
previously. The single type-80 staphylococcal infection 
in September was in a nurse who developed a pustule 
of the skin and a subcutaneous abscess some weeks after 
leaving the hospital. She was known to be a carrier of 
the type-80 strain. 
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Discussion 


Anderson and Williams (1956) emphasise the import- 
ance of determining whether a series of staphylococcal 
infections in a hospital is caused by a single epidemic 
strain or by several strains. If one strain is responsible, 
its recognition in lesions and in carrier sites is an 
important step in control. For this purpose phage-typing 

‘is of first importance, but the antibiotic-resistance 
pattern and other properties of the strain may help 
to distinguish it from other staphylococci and thus 
facilitate the selection of cultures for typing. The anti- 
biotic resistance may also permit the use of a selective 
medium for the isolation of the organism, as in the 
present work. 

In the control of an epidemic caused by one strain 
steps should be taken to reduce cross-infection in general 
as well as to eliminate the epidemic strain. The dis- 
infection of bed-clothes is an important general measure 
and may be done by laundering with a quaternary 
ammonium compound (Blowers and Wallace 1955) 
or by means of warm formaldehyde vapour in the presence 
of saturated water vapour. With formaldehyde care 
must be taken to ensure adequate penetration. by placing 
the blankets loosely in the chamber. Our method was 
a hasty improvisation and probably could be improved 
by using an apparatus such as that supplied by Messrs. 
Manlove Alliott for attachment to hospital autoclaves. 

Both the barrier-nursing of patients with open sepsis 
and the treatment of nasal carriers were probably 
important causes of the elimination of the epidemic 
strain. There can be little doubt of the importance 
of nasal carriers. Hare and Thomas (1956) have shown 
that nasal carriers can heavily contaminate the environ- 
ment with staphylococci. Gillespie et al. (1957) have 
described an outbreak of neonatal pemphigus caused 
by a single nasal carrier of an epidemic strain of Staph. 
aureus. Rountree et al. (1956) reported a reduction in the 
incidence of neonatal infections after staphylococcal 


carriers among nurses had been treated with 
‘ Neotracin,’ an ointment containing bacitracin and 
neomycin. Graneodin has proved to be reasonably 


effective in treating nasal carriers. Like neotracin, it 
has the advantages that neither of its constituents is 
often used parenterally and that the presence of two 
antibiotics reduces the risk that staphylococci will 
become resistant to either. Subsequent experience with 
children and adults has shown us that persistence of 
the staphylococcus in a nasal swab taken after a few 
days’ treatment with graneodin usually shows that the 
ointment is not being correctly used. The principal 
fault is failure to smear it over the skin inside the anterior 
nares. Sometimes, however, it may be difficult to 
eradicate a staphylococcus from the nose of an infirm 
or elderly patient, especially if the nostrils contain 
many hairs. Relapse after graneodin treatment, with 
reappearance of the same strain, does pot often happen, 
provided that the treatment is continued for at least 
a week after the swab becomes negative. The relapse- 
rate has been lower with nurses than with patients, 
probably because the nurses usually persisted with the 
treatment longer than did many of the patients. E. S. 
Duthie (personal communication) has also had satisfactory 
results with graneodin. 

Unusually severe staphylococcal infections caused by 
phage-type-80 strains were first described in Australia 
(Rountree and Freeman 1955) and subsequently in this 
country (Anderson and Williams 1956, E. 8. Duthie, 
personal communication). Probably, however, excep- 
tional virulence is not a property of all type-80 staphy- 
lococci. For more than a year we have encountered 
strains with the same phage pattern but differing in anti- 
biotic sensitivity from our epidemic strain in adult surgical 
wards and in a maternity hospital; they have not been 
more virulent than the other staphylococci in the wards. 
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Summary 

An outbreak of staphylococcal infections in a children’s 
hospital was caused by an exceptionally virulent strain 
of Staph. aureus which had the phage-pattern 80. 

The antibiotic resistance of the strain permitted the 
use of a selective medium for its isolation and facilitated 
its speedy recognition. 

The outbreak was brought to an end by barrier-nursing 
patients with open sepsis, treating nasal carriers with 
graneodin ointment, and disinfecting blankets with 
formaldehyde. 

We wish to thank Mr. F. L. Mason and Dr. H. M. Darlow 
for advice on the use of formaldehyde, and the matron and 
nurses of the Bristol Children’s Hospital for their efficient 
coéperation. 

ADDENDUM 

Since this paper was written, we have had two further 
opportunities of evaluating the treatment of nasal 
carriers with graneodin. The type-80 strain was reintro- 
duced into the Children’s Hospital by a child who had 
been an inpatient during the earlier epidemic. It spread 
to the noses of several patients, but was removed from 
each, within a few days, by the use of graneodin. On the 
other hand, graneodin failed to remove the staphylococci 
from about a third of the carriers of several prevalent 
strains in two male surgical wards, where most of the 
patients were middle-aged or elderly. Failure was 
common with patients whose wounds were already 
infected. 
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Tetanus after Operation 


Inquiries are continuing into the outbreak of tetanus 
at the North Staffordshire Royal Infirmary, Stoke-on- 
Trent, to which we referred in our annotation last week. 
5 patients operated on at the infirmary between Feb. 21 
and 25 were infected and 2 have died. Symptoms 
appeared in the first case on Feb. 26; the incubation 
periods ranged from five to eight days. In 3 cases it 
was necessary to resort to tracheotomy, curarisation, and 
positive-pressure respiration. The other 2 patients were 
treated with deep sedation and postural drainage. 

The theatre suite in which the patients were operated 
on was closed from Feb. 28 and, in a written parlia- 
mentary answer, the Minister of Health stated that it 
will not be brought into use again until any necessary 
measures have been taken to prevent any risk of further 
infection. All patients operated on between Feb. 21 and 
26 who were still in hospital were given tetanus antitoxin 
on March 1 and 2. 6 patients had been discharged and 
their family doctors were advised to give them antitoxin. 

Psittacosis 

In 1954 the director of the public health laboratory 
in Luton, Dr. J. H. C. Walker, arranged with the chest 
physician, Dr. Brian Shaw, for blood to be taken from 
ge with pneumonia and investigated serologically 
or influenza, psittacosis, Q fever, &c. Dr. Shaw has 
continued the inquiry in association witb Dr. H. D. Holt, 
the present director. During 1955 there were 11 Luton 
patients out of 191 (about 1 in 17) whose sera was positive 
for psittacosis—i.e., whose antibody titre was 1/128 or 
over, or who showed a fourfold rise or greater. During 
1956 there were 40 patients out of 279 with sera positive 
to psittacosis—about 1 in 7. Of control sera from 300 
patients, mainly from antenatal clinics, 3 were positive 
to psittacosis (1 in 100). We understand that the pro- 
portion of people with budgerigars or other household 
pets in their homes was not significantly greater in the 
positive group. The full significance of these results is 
as yet uncertain, and attempts to isolate the virus might 
be one way of clarifying the serological findings. 


PUBLIC HEALTH 


THB LANCET] 


IN ENGLAND NOW 


[march 23, 1957 635 


In England Now 


A Running Commentary by Peripatetic Correspondents 


TYRANNY can flourish in a country that prides itself on 
its anti-autocratic ways. This thought is prompted by 
my experience of the after-dinner speech—an institution 
which, I hope, is nowhere more firmly established than 
in democratic Britain. What happened the other evening 
is a fair example. 


The dinner began quietly ; and then. under the influence of 
Bombe Tutti Frutti, my neighbour revealed himself as the 
elder brother of Smith mi of my school days at Harlborough. 
Smith mi? Yes, now I remembered! In the summer of 
’08 we had a famous adventure—climbing through the 
dormitory window and going for a midnight bathe. It was 
a long story, and it was hardly launched when the toast- 
master’s gavel fell. By then the ice had thawed everywhere, 
and he had to knock thrice to win attention. After the loyal 
toast I viewed my companion through the smoke and started 
again; but hardly were Smith mi and I through the 
dormitory window when the gavel fell once more. Half an 
hour later, at the next gap, I reminded my companion of 
who I was and began yet again—but this time in more subdued 
tones. Indeed I noticed that at every table the diners, 
formerly relaxed and jocose, were taut and watchful, as if at 
a funeral where the body might appear at any moment from 
they knew not where. When, soon after 11.30, the last 


speaker sat down, no buzz of eager talk broke Joose. I gazed - 


at my companion and remembered that it was Robinson ma 
who had gone with me: Smith mi had been the little stinker 
who had not blenched at drawing authority’s attention to 
the outing. Murmuring something about last trains, I made 
for the door. 


On the way home I fell to thinking that we have 
broken free from the tyranny of the usual bird at these 
dinners—some now offer a cut off the joint, and the very 
best a bit of steak followed by cheese. Why can’t we 
show the same zest for reform with the speeches, so that 
the diners can talk together at the time when they most 
want to? For speeches five minutes should be the 
invariable limit. ‘Then I remembered that next week 
I’m going to reply for the guests at the Little Porchester 
Society’s annual dinner. My hosts might be hurt if I 
didn’t spin out my remarks for twenty minutes—or 
perhaps twenty-five. But that of course is an exceptional 


occasion. 
~ 


“If you call in and see me next Saturday I will have the 
result of your blood test.”’ 

“ Well, doctor, there is some doubt whether I can make it, 
as I am appearing before the quarter sessions this week. If 
I don’t perhaps you could send the report on to me. They 
give you good treatment in those places, so I am told. Mind 
you, I have a fifty-fifty chance of getting off. I have a good 
lawyer.”’ 


On asking what the charge was I was told it was 
housebreaking. Murmuring ‘‘ Good luck !’’ I left to cross 
to the female side of the clinic. When I returned he 
had gone. The technician who had taken his blood 
announced that after I had left the patient had said, 
“That’s a nice doctor. Where does he live?’’ The 
technician added maliciously that he had drawn a map. 


* 


The Lancet has always been generous in giving space 
to the problems of examinations as they affect the young 
—medical students and nurses—but I don’t remember 
any discussion on similar troubles among the over-fifties. 
Last month on the penultimate day of a ski-ing holiday 
the instructor took our names carefully, which I assumed 
was something to do with the ski-school office, and told 
us to meet behind the church next morning instead of 
at the nursery-slopes. When we got there a group were 
erecting a banner over a finishing-line and we were told 
to climb to a distant point where our class was to assemble 
for the start. Here, then, was I, in advanced middle-age 
faced once again with a trial of ‘skill. The more 
experienced classes came first, rushing down from higher 
up the mountain. I discussed tranquillisers in German 


with an attractive young matron, comparing ‘ Slivovitz’ 
with ‘ Oblivon,’ until I realised that she was Dutch, 
spoke better English than my German, and had a 
husband who was a pharmacuetical chemist. Numbers 
on our chests, we waited our turn. The starter 
——— with a red flag, my number was called and I 
was off. 

It was a straight-forward course as these things go. 
Something like a side of a house to start with, then a 
right turn, a bit of straight for recovery, a left turn and 
down the lower slopes to the finish where the local press 
photographer risked his life and camera as we flung 
ourselves over the line and tried to keep upright. That 
evening at the large hotel they distributed the prizes. 
To my great astonishment I was second of the men in 
my class and received an impressive certificate. I was 
stupidly almost as thrilled as when I p my member- 
ship—thirty years before. The family think, in view of 
my sympathetic interest in child psychiatry, that I 
ought to put Dip. Ski. after my name but I doubt if 
the G.M.O. would register it. 


Let not your Scot be too troubled or afraid about those 
twelve medically qualified Sassenachs to be found, at a 
cost of 7 guineas, in the Registrar-General’s Occupation 
Tables 1951. If he will look at the corresponding 
Scottish volume—a mere £6 or so—he will find one 
doctor aged 15, one aged 16, one aged 17. and three 
more also under 20. Considering the disparity of 
population, that’s pretty good going for Scotland. 


. The steps at the entrance to the Wallace Collection 
are a little high, so I arrived with Janet, aged 18 months, 
sitting on my hip. I was greeted with ‘‘I am afraid 
you can’t bring the baby in here, Sir!’’ We retired in 
confusion and outside the door discussed how else we 
could spend a cold Sunday afternoon when we had come 
so far. Janet was now standing independently and this 
sight must have softened the door-keeper, who poked his 
head out and asked, ‘“ Can the little girl walk ? If she 
can walk in by herself that lets me out all right.’’ He 
was assured that she could walk, and so I led her to the 
turnstile where she was so fascinated by the polished 
brass gate that she insisted on pushing it around twice 
before she could be persuaded to enter the realms of art. 
There she showed a real but highly selective appreciation 
of all that was offered. A pvinting finger and barely 
breathed ‘‘ Pretty !”’ indicated her fullest approval. So 
far we had progressed hand in hand, but I carried her 
(fortunately unobserved) up the main staircase to where 
Venice lies. There we lingered rather and the small legs 
wearied, but I no sooner had them straddling my hip 
again than I was warned by a ff, ‘‘ The little girl 
must walk or she must go.’’ ‘“‘ But she is just tired, 
can’t I carry her for a rest?” ‘ If she doesn’t walk she 
can’t stay.”” So out we had to walk, Janet casting 
reproachful looks at this human who had not given her 
the accustomed great welcome. We went on to the Tate 
where, to play safe, we walked Janet (with assistance) 
up all those steps and put her in her own quadrant of 
the great circular door. She immediately discovered the 
joys of walking along the lines in the marble floor and 
then scrambling along the seats in the galleries. But all 
here was friendly. The attendants played peep-bo around 
the seats and waved bye-bye down the galleries, so that 
in no time I was bold enough to carry her and no-one 
objected. All this was most circumspectly done and I 
hope that no trustee uf the Tate who may read this will 
fear that our progress was a riot and resolve to ban 
babies from tasting art in comfort and with transport 
according to their needs, for there is no doubt of the 
delight they gather from their chosen works. 


Our statesmen’s faith in»the eternal wisdom of 
industrialists is once more evident in the constitution of 
the Royal Commission on niedical remuneration. Would 
it not be a happy reciprocal gesture to appoint a Royal 
Commission of doctors to investigate any current 
disturbance in industry ? 
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Letters | to the Editor 


GOVERNMENT AND PROFESSION 


Srr,—Your leader of March 2 on the remuneration 
claim sets forth first of all those facts that must excite a 
deep disquiet in all who care for the future of the pro- 

* fession and then appears summarily to condemn the only 
means of effective action. 

I do believe, however, that there are compelling 
arguments against using the threat of mass withdrawal 
from the service as a weapon of coercion against the 
Government. Firstly, those who express support for 
such a course include an uncertain number who hope 
that words and posturings may be enough and that 
action may never be called for; to negotiate from this 
position is to negotiate from weakness. In the second 
place, not only are these tactics the least likely to be 
effective—and I have no doubt that the Prime Minister 
has the advantage of an expert assessment of the strength 
of such opposition from sources within the Cabinet—to 
attempt them is to presume that it would be sufficient 
if the aims of the threat were achieved. But the lesson 
of the past ten years is that no Government guarantee is 
so explicit and so binding as to be able to withstand 
considerations of expediency, and even if the claim were 
now to be conceded in full the future would be packed 
with uncertainties ; the one sure thing, indeed, is that 
in one or two or three years the report of a Royal Com- 
mission, whose composition and terms of reference must 
arouse only foreboding, will open up the sores once more. 

In such circumstances, all who have the long-term 
interests of the profession—and of their patients—at 
heart can hardly be satisfied until it is delivered from any 
service financed and administered by Government. It 
follows that, whatever the Government may now concede, 
all who wish to do so must be given the chance to 
withdraw from the service. 

You would surely agree that those who may desire to 
do this are entitled to send in their resignations in an 
organised manner: not in order to coerce, but in order 
to ensure that none may be denied this opportunity for 
fear of acting alone, and to afford themselves mutual 
help and support in the difficult times that may lie 
ahead for some. 

Rugeley, Staffs. 


P. M. Hieerns. 


Srr,—Mr. T. B. Layton’s letter last week is most timely 
when the medical profession, in its more. or less recent 
union with Government, is beginning to feel the effects 
of this uneasy marriage. How far it should follow the 
examples set by others in similar circumstances is 
a matter for no hasty decisions. 

Mr. Layton writes that trade-unionism has become 
the accepted means—presumably for discussion—for 
those who work with their hands. While I am not very 
clear about his distinctions between working with hands 
or mind, I do hope with him that the medical profession 
will set an example and maintain its dignity in their 
grievance, if this is real, rather than follow some of the 
worst traits of trade-unionism. This, I feel sure, is the 
immediate aim and that full work will be continued if 
under different conditions, while adjustments are sought ; 
for, or so it seems, a primary principle is at stake—the 
freedom to work as well as to strike. 

If this principle is not always upheld in full then an 
authority may emerge in this country besides which 
medieval feudalism will lapse into a pale or near invisible 
shadow. 


SANER. 
Srr,—Instead of concentrating exclusively on direct 

financial issues in the present dispute with the Govern- 

ment, would it not be more fitting that the medical 
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profession should take advantage of the relative fluidity 
of the situation to attempt instead to achieve two 
fundamental reforms in the health service : 

(1) The granting of the right to National Health Service 
prescriptions to patients who consult their doctor outside the 
service. 

(2) The limitation of registrar appointments to a small 
number of specially selected hospitals, and their replacement 
in the others by consultants. 


The first step would free general practice from the 
bonds of being almost exclusively a Government mono- 
poly, and by encouraging smaller lists improve its 
quality as well as provide openings for the large number 
of young doctors seeking such openings. While the 
latter would immediately and permanently solve the 
registrar problem, a problem which unless soon solved 
threatens the foundations of the quality of the hospital 
services. 

London, W.1. Davin H. Patey. 

Str,—An extra payment at least to general practi- 
tioners, without prejudicing their claim and readjustment, 
could be made in April simply by releasing now the 
payment for expenses due in Januaty, 1958. It would 
be a gesture of goodwill instead of the harsh and cynical 
attitude of disregard. Already the impression is gaining 
ground that the Government is always ready to give the 
aspirations, advice, and interests of the managers and 
executives of the industrial, financial and trade organisa- 
tions every consideration, while the scientists, the 
professional men, and the workers have been allotted the 
réle of dumb, faithful, and obedient servants. 


Epping. H. Korte. 
URINARY STEROID PATTERNS IN BREAST 
CANCER 

Simr,—In your leading article of March 9, on Hypo- 
physectomy for Cancer, you suggest that a preoperative 
urinary analysis of the ratio of 11-deoxy,.17-ketosteroids 
to 1l-oxy, 17-ketosteroids may prove of value in pre- 
dicting the response to endocrine ablative surgery in 
patients with advanced cancer of the breast. 

Unpublished results obtained in this department, 
employing delicate methods of analysis, based on the 
work of Dobriner,! and Edwards et al.,? indicate no 
obvious correlation between preoperative steroid patterns 
and response to surgery : 


1 deoxy, 1 L-oxy, 
Case 17-ks 
no. (me. per (mg. per Ratio Treatment Response 
4 hr. 24 hr.) | 
1 33 > 0-82 41 Pituitary implant- | | - 
ation and 
ectom 
2 1-43 0-94 1-5 Pituitary implant- | 
ation 
3 4-29 1-22 3-5 Pituitary | 
atic 
4 1-39 1-15 1-2 implant- 
ation 
5 2-63 1-03 2 Adrenalectomy - 
6 2-85 0-98 2-9 Pituitary implant- | 
ation and adrenal- 
ectomy 
7 5-48 i-62 3-4 Ovariectomy + 
8 1-20 1°33 0-9 Ovariectomy + 


This in no way reflects upon the suggestion of Dr. 
Merivale and his colleagues (March 9) that a considerably 
altered hormonal environment (i.e., a greatly altered 
steroid ratio) is necessary for response. On the contrary, 
our work gives some support to this idea, since, in a few 
cases where clinical response was lacking, the steroid 


1. Dobriner, K. J. clin. Invest. 1953, 32, 940. 
2. Edwards, R. W. H., Kellie, A. E., Wade, A. P. 
Endocrinol. 1953, 2, 53. 
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ratio, although initially high, was to a large extent 
unchanged following treatment. 

The failure of a patient with a high initial ratio to 
respond to treatment may be due, in part at least, to a 
failure of the surgery to change it sufficiently. Such a 
state of affairs would not be predicted on the basis of a 
preoperative urinary analysis alone. 

University of Glasgow, 


Department of Surgery, 
Western Infirmary, Glasgow. 


PENICILLIN IN THE TREATMENT OF 
LACTATIONAL BREAST ABSCESS 


Srr,—Mr. De Jode, in his article last week, places 
insufficient emphasis on the advantages of rest for this 
condition, and continuation of breast-feeding. At the 
first sign of inflammation the patient should be put to 
bed flat, and when the infant is fed the patient should 
turn to one or other side still remaining flat. Antibiotics 
will do the rest. Of course, in hospital practice one may 
be faced with a full-blown abscess for which the knife 
must be used; the conservative treatment must be 
started early. For recurrence of inflammation rest and 
antibiotics are again indicated. 


R. Hopxrrk 
A. P. M. Forrest. 


Longtown, Cumberland. Ropert RUTHERFORD. 
LONG-TERM EFFECT OF DRIED THYROID ON 
SERUM-LIPOPROTEIN AND SERUM- 
CHOLESTEROL LEVELS 


Str,—Strisower et al. (Jan. 19, p. 120) report their 
investigation into the effect of dried thyroid on serum- 
lipoprotein and serum-cholesterol levels. This involved 
the administration of what you described in your leader 
in the same issue as a “‘strenuous course’’ of dried 
thyroid over 105 weeks to 60 schizophrenic patients in 
a Californian State mental hospital, the patients then 
being the subject of various physiological and chemical 
investigations. The authors imply that the only criterion 
used in selecting the group was chronicity of the 
mental illness. 

This use as guineapigs of chronic psychotic patients, 
who are not able to give or withhold valid permission for 
experiments in physiological research of this type, must 
be as repugnant to many of your readers as it is to me. 
It is certainly not in the tradition of the Scottish mental 
hospital service. 


Hawkhead Hospital, 


Glasgow, S.W.3. James MILNE. 


Smr,—I read with great interest the article by Mr. 
Strisower and his colleagues. 

Though I admire the paper from a scientific point of 
view, I cannot agree with the methods from the medical- 
ethical point of view. I think that the first thing to be 
fulfilled in medical experiments is the free-will of the 
individual to coéperate in the experiment, and I suppose 
that we cannot expect a free decision from a mentally ill 
person such as a schizophrenic. Therefore I must object 
to this sort of experiment. 

Amsterdam. 


W. P. J. Vitor. 


*,* These letters have been shown to Mr. Strisower 
and Dr. Gofman, who reply as follows: ‘‘ We have been 
engaged for several years, together with our psychiatric 
colleagues, in an evaluation of several metabolic and 
biochemical facets of the problem of schizophrenic and 
other mental diseases. The interest on the part of many 
investigators about possible thyroidal relationships to 
schizophrenia is well known. Indeed you commented 
on the reported tolerance of schizophrenics to thyroid 
in your recent editorial. Surely Dr. Milne would 
not be critical of biochemical and metabolic studies 
directed toward the understanding of the problem of 
schizophrenia.””—Ep. L. 
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Sir,—I was interested in Dr. Borrie’s letter (Feb. 23), 
referring to the excellent article (Jan. 26) by Dr. Forgacs 
and his colleagues. Dr. Borrie says: ‘‘ 10% of normal 
individuals who are tuberculin-negative do not become 
tuberculin-positive after B.c.G. vaccination, and I 
suggested at the time that this particular constitutional 
peculiarity may have some bearing on the future develop- 
ment of sarcoidosis.”’ 

In the Oxford Regional Hospital Board area, 99-6% 
of 7371 persons of all ages converted to positive after 
primary B.c.G. vaccination. My own figures for 1951-56 
inclusive are 100% in hospital adult staff. 

I have seen a possible case of sarcoidosis developing in 
a person who had had B.c.G. vaccination in November, 
1951. 

He was Mantoux-positive to 100 T.u. two months later 
(14 mm. induration). He had annual chest X-rays as a bac- 
teriological laboratory worker. In July, 1953, the routine 
X-ray showed bilateral enlarged hilar shadows consonant 
with sarcoidosis. The Mantoux test with 10 and 100 7T.U. was 
reported as negative. Judged by X-rays the lesions had 
regressed considerably by September, 1953, and the X-ray 
was normal by December, 1953. In January this year the 
X-ray films were still normal, and he had a positive Mantoux 
test to 10 7.u. (15 mm.). He had no symptoms in 1953 in spite 
of the X-ray appearances, and no overt evidence of tuberculous 
infection at any time. 


Had I seen this man in July, 1953, I should have tried 
to ascertain whether his serum, when mixed with tuber- 


culin in varying dilutions, would inhibit a positive 


reaction in those known to have one (as a result of either 
B.c.G. vaccination or natural infection) using control 
sites as well. Had this been done the data might have 
been of interest. I understand from Dr. K. Neville Irvine 
that tuberculin testing of patients with sarcoidosis in 
Sweden has demonstrated the presence of a factor 
inhibiting tuberculin reactions, and that negative reactors 
have become positive after recovery from sarcoidosis, 
though they had been converted to tuberculin-positive 
by B.c.G. vaccination previously. 

Patients with sarcoidosis, besides those of Dr. 
Forgacs and his colleagues, remain tuberculin-positive 
in the apparently active phase of the disease; thus the 
inhibitory factor is by no means universal. It could 
be that those with apparent sarcoidosis who have 
a negative tuberculin reaction, and fail to convert after 
B.c.G. vaccination, have a disease with a different 
wtiology from that in the more usual cases, but at 
present this view can only be speculative. 

Case 9 of Dr. Forgacs and his colleagues is damaging to this 
speculation, sinee there were skin lesions and the axillary 
nodes were enlarged, together with the inaccessible intra- 
thoracic changes indicative of sarcoidosis. This woman was 
positive to 0-1 mg. (10 T.U.) initially, and negative to 1 mg. 
six weeks after B.0.G. vaccination. 

In short, Mantoux reactions in apparent cases of 
sarcoidosis can be contradictory and confusing. 


Grorce A. Jackson. 
Sir,—In his letter Dr. Borrie says that ‘‘ About 
10% of normal individuals who are tuberculin-negative 
do not become tuberculin-positive after B.c.G. vaccina- 
tion. ...’’ In Lewis, among 3000 vaccinated by the 
intradermal route there were only 3 who failed to con- 
vert: these 3000 were done between 1949 and 1953 
(spring). Since 1953 another 2000 have had B.c.G. by 
multiple-puncture technique, and here conversion was 
the rule, although in the early attempts the reactions 
were not all one would have wished. This partial failure 
was due to the fact that vaccine of suitable B.c.c. content 
could not be obtained. Now, I may say that with 
Glaxo freeze-dried B.c.G., of 25 mg. per ml. concentration 
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for percutaneous use, the results are exceptionally good 
and consistent. This vaccine is issued only for experi- 
mental purposes. 

Stornoway, R. STEVENSON 

Lewis. Deputy Medical Officer of Health. 


TRUSS-FITTERS 


Sir,—We should like to draw attention to the scheme 
for the training and certification of abdominal hernia 
appliance fitters. 

This scheme is sponsored by the Institute of British 
Surgical Technicians. The chairman of the board of 
examiners is a surgeon. The object is to ensure that 
doctors shall have their patients correctly fitted, thereby 
avoiding the discomfort and inconvenience often caused 
by ill-fitting appliances. A number of courses of training 
has already been held, and others will be arranged at 
centres throughout the United Kingdom as the scheme 
increases in scope. There are at present 230 certificated 
abdominal hernia appliance fitters, the names of whom 
will be supplied to any doctor who is interested. 

HENRY SouttaR 
President 


H. Guy Rapcuirre Drew 
Chairman of the council. 


Institute of British Surgical 
Technicians, 6, Holborn 
Viaduct, London, E.C.1. 


FUNCTIONAL SIGNIFICANCE OF PITUITARY 
BASOPHILISM 


Sir,—-Lately several workers have sought to connect 
the cytomorphological changes, due to various influences, 
of the adenohypophysis with the production of the 
trophic hormones. Thornton! has stated that cortisone 
treatment is followed by increase in the basophil cells 
of the adenohypophysis. At first sight it might seem 
reasonable to ascribe this change to inhibition of corti- 
cotrophin (A.C.T.H.) secretion by cortisone. Purves? 
and Crooke,? however, expressed the opinion that the 
increase of basophil cells under such circumstances is 
connected, not with the decreased secretion of cortico- 
trophin, but with the increased production of follicle- 
stimulating hormone (F.S.H.). 

Our own studies,4—* published in 1954 and 1955, fully 
accord with this view. We demonstrated that the 
changes in numbers of the basophil cells of the adeno- 
hypophysis are due, not to the intensity of cortico- 
trophin secretion, but to the quantity of corticosteroids 
present in the tissues. Increase of basophil cells can be 
seen. in non-specific stresses or after cortisone intake 
(i.e., with an augmented peripheral level of cortico- 
steroids), whereas after adrenalectomy (when cortico- 
steroids are practically absent in the tissues, and the 
production of corticotrophin on the other hand is 
intensive) basophil cells decrease. 

The numbers of basophil cells in any experimental 
intervention (stress, adrenalectomy, cortisone intake, 
&c.) change in parallel with the quantity of P.a.s.- 
positive cells. And since only the so-called glycoproteid 
hormones (gonadotrophin, thyrotrophin) contain groups 
oxidisable to aldehyde by periodic acid, it seems fairly 
certain that the change in the number of basophil cells 
is connected, not with the production of corticotrophin, 
but with that 6f glycoproteid hormones. 

That this hypothesis of ours is correct has been 
supported by parallel quantitative cytomorphological 
analysis of the adenohypophysis as well as biological 
titration ef its gonadotrophin content. We have demon- 
strated that where the basophil cells are increased the 


Thornton, K. R. Proc. R. Soc. Med. 1956, 49, 1016. 
. Purves, H, D. Ibid, p. 1014, 

Crooke, A. C. Ibid, p. 1019. 

. Kovies, K., Bachrach, D., & , Horvath, Korpassy, 
B. Endokrinologic, 1954, 

. Bachrach, D., Kovies, K., David, Nt, Horvath, E. Korpassy, B. 
Acta morph. hung. 1954, ‘4, 429 

. Kovaes, K., Jakobovits, A., David, M., Horvath, z., Bachrach, D., 
Korpassy, B. Endokrinologie, 1955, 32, 
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F.S.H. content a the hypephyecel extracts is enhanced. 
Further we have found that this increase caused by 
stress (endogenous corticoids) can be fully avoided by 
folliculin inhibiting the secretion of F.s.H.; but at the 
same time the secretion of corticotrophin remains 
intensive. In our current experiments we are trying to 
inhibit the effect of certisone (exogenous corticoid) in 
enhancing the basophil cells by administering cestrogens. 

In summary, our studies suggest that the cytomorpho- 
logical picture of the adenohypophysis can be influenced 
by the corticosteroids. Where these are increased, 
from either endogenous or exogenous sources, basophil 
hyperplasia results. This morphological change is 
unconnected with the extent of corticotrophin secretion 
but is connected with the intensity of gonadotrophic- 
hormone production. 


K. KovAcs 
M. DAvip 


Department of Pathology, B. Korpissy 


University of Szeged, Hungary. 


MUNCHAUSEN’S SYNDROME 


Sir,—We wish to thank Dr. Heathfield for his timely 
letter (March 9). 


The patient he described presented at "midnight last night 
with the same history of headaches, drowsiness, and deterio- 
rating vision; but on this occasion she did not complain of 
vomiting. On examination the signs were as described by 
Dr. Heathfield. On being confronted with extracts from the 
letter, she denied having visited any of the hospitals men- 
tioned, and attributed her abdominal scars, at first, to a 
hysterectomy. She eventually stated that they were, in fact, 
the result of tuberculous peritonitis. Her alleged occupation 
on this occasion was that of porteress. 


It must be rare for a case of Munchausen’s syndrome 
to be so quickly identified after description in your 
columns. Dr. Heathfield’s letter has saved much time 
and expense in pursuing profitless investigations. 


D. M. 


St. Thomas’s Hospital, R. D. G. PEACHEY 


London, 8.E.1. 


RHEUMATOID ARTHRITIS WITH CHRONIC LEG 
ULCERATION 


Sir,—We were interested to read the article by Dr. 
Allison and Dr. Bettley (Feb. 9) in which they presented 
six cases of skin ulcers, emphasising that we have over- 
looked the possibility of disseminated lupus erythema- 
tosus. 

We have reviewed our twelve published cases of skin 
ulceration,' five of them being at present under hospital 
care. Besides these, we have found five more cases. 


The follow-up time after the diagnosis of ulceration is now 
from four months to five years. All these patients are still 
alive. Except in one case, all show a classical picture of 
rheumatoid arthritis with typical X-ray changes. According 
to the American Rheumatism Association's classification there 
were 2 cases in stage 11, 9 in stage 11, and 5 in stage rv. In 
one case mentioned above the diagnosis has not yet been 
fixed, but polyarteritis nodosa has been suggested. 

Three of these patients have sometimes had a slight rash 
in connection with gold therapy, but have shown no other 
symptoms of drug intolerance.. No other cutaneous manifesta- 
tions of disseminated lupus erythematosus have been observed 
in these cases. One patient had pleural adhesions. Slight 
tachycardia was present in one case. In two cases both systolic 
and diastolic murmurs were observed. Systolic blood-pressure 
was slightly increased in three cases (190-175 mm. Hg). 
Proteinuria was present in one case (amyloidosis) and a trace 
of protein was present in the urine in another case. These 
patients had occasional cylindruria. L.z. cells were sought in 
only five cases, the results being negative. The anti- -strepto- 
lysin titre was elevated in two cases. Slight anemia was 
present in all cases. The erythrocyte-sedimentation rate was 
increased in each case (values from 11 to 134 mm., Wester- 
gren). In no case was there hyperpyrexia. 


1, Acta rheum, scand, 1955, 1, 113. 
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no case was lowest ocea- 
sionally found in one case, was 4300 per c.mm. The highest 
value was 12,800 per c.mm. In two cases transitory eosino- 
philia was found (11 and 27%). 

Biopsy of skin and muscle, performed in nine cases, did not 
reveal definite changes of disseminated lipus erythematosus. 


Thus, except in one case of possible polyarteritis 
nodosa, these patients with skin ulceration show a typical 
picture of rheumatoid arthritis, with no evidence of 
disseminated lupus erythematosus. Further, it is inter- 
esting that Allison and Bettley’s cases 4 and 5 did not 
show evidence of disseminated lupus erythematosus, and 
that in other cases this diagnosis seems to have been 
based only on the positive L.£.-cell phenomenon and drug 
eruptions. The specificity of the L.z.-cell phenomenon 
is disputed. Nevertheless we have seen in our clinic two 
patients with definite disseminated lupus erythematosus 
and multiple ulcers. 

V. A. I. Laine 
K. J. Vario. 


Rheumatism 
Heinola, 


EPIDERMOID CHOLESTEATOMA AND 
CHOLESTEROL GRANULOMA OF THE EAR 
Sir,—In your interesting leading article on Keratinous 
Cysts in the C.N.S. (Feb. 16) you refer briefly to the 
pathogenesis of the so-called cholesteatoma of the ear. 


There appears to be no general agreement on the ° 


pathogenesis of this structure often complicating chronic 
otitis media. In particular the origin, character, and role 
of its epithelial lining and the réle of cholesterol in the 
formation of cholesteatoma have mystified many workers 
and led to some confusion. 

There are, in my opinion, two pathological entities 
to be considered, exhibiting distinct histopathological 
features: the epidermoid cholesteatoma, an epithelial 
product ; and the cholesterol granuloma, the result of 
the deposition of cholesterol crystals in the infected tissues 
of the middle ear. 


Epidermoid Cholesteatoma 

The true epidermoid cholesteatoma is a cyst whose wall 
is lined by keratinising stratified squamous epithelium 
with its keratinised layers, the surface layers of the 
epidermis innermost (fig. 1). The keratinised layers are 
being shed in ever-increasing numbers into the cavity of 
the cyst and, usually, with a generous admixture of pus 
form its contents. 

It cannot be emphasised too strongly that the choles- 
teatoma is an epithelial structure produced by keratinising 
stratified epithelium. It is the origin of this epithelium 


of stratified squamous 
epithelium, and cavity is filled with characteristic lamellar keratinised 
desquamated epithelium. (Haematoxylin and eosin. 102.) 


Fig. |\—Epidermoid chol Wali 
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“that has remained obscure, and several hypothenes have 
been advanced. The most important are : 

(1) Direct extension of epidermis from the external audi. 
canal as a result of chronic otitis media with perforation of the 
tympanic membrane. 

Experimental evidence! has shown how stratified 
keratinising squamous epithelium may extend from the 
external auditory meatus or from the tympanic mem- 
brane into the experimentally infected middle ear, 
forming a continuous lining of the bulla of the guineapig. 
In sections.of material removed at operations on the 
human mastoid process, similar findings have been made 
in many cases of cholesteatoma.? Moreover, the ingrow- 
ing stratified squamous epithelium could be clearly seen 
undermining the mucosa of the human middle ear, 
leaving its normal epithelial lining apparently intact. 

(2) Metaplasia of existing normal epithelium to a stratified 
squamous epithelium, also the result of chronic infection. 

True squamous metaplasia—that is, the replacement of 
cuboidal or columnar epithelium by stratified squamous 
epithelium—cannot be ee ruled out, but is probably 
uncommon. 

(3) Activated cell rests, as is the case with primary intracranial 
cholesteatoma. 

This mode of origin cannot be doubted, but it is a rare 
cause of aural cholesteatoma. 

Both human and experimental evidence favours 
Haberman’s original hypothesis that the matrix of a true 
epidermoid cholesteatoma is formed through the exten- 
sion of stratified (keratinising) squamous epithelium into 
the middle ear from the external auditory meatus or from 
the tympanic membrane. 

Whether a good or a bad one, the ambiguous term 
cholesteatoma cannot be easily replaced, but it should 
be amended by the addition of the attribute ‘‘ epi- 
dermoid.” 


Cholesterol Granuloma 

The cholesterol granuloma differs fundamentally from 
the epidermoid cholesteatoma. It is a granulomatous 
structure formed by large numbers of cholesterol crystals 
(clear cleft-like spaces in sections) surrounded by foreign- 
body giant cells and embedded in fibrous granulation 
tissue (fig. 2). 

Cholesterol crystals are often present in sections of 
aural polypi, bone chips, and granulations removed- from 
the infected mastoid process, deposited at the site of 
hemorrhage or suppuration. 


1. Frie dmann, I. J. Leryns. 1955, 69, 
2. Friedmann, 1. J. clin. Path. 1956, 209. 


Fig. 2—Cholesterol granuloma. Note hemorrhage and large numbers 
of cholesterol clefts in fibrous granulation tissue surrounding frag- 
ment of bone. (Hamatoxylin and eosin. x 108.) 
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Stewart * showed that cholesterol crystals, injected 
into the tissues, act as irritant foreign bodies leading to 
the formation of a foreign-body granuloma. Such forma- 
tions were described in the ear by Manasse in 1917, 
whose report seems to have attracted little attention. 
Singer ® rediscovered these formations, but more recent 
accounts have paid little attention to them. Simpson ® 
has revived interest in the réle of cholesterol in choles- 
teatoma. Birrell’ included, in a paper entitled Black 
Cellular Cholesteatosis in Children, beautiful illustrations 
of cholesterol granulomata which, however, he interpreted 
as cholesteatomata or ‘‘ black cholesteatomata.”’ 

On histopathological grounds I have suggested the 
adoption of the term cholesterol granuloma for these 
structures.” 

Conclusions 

The two lesions—epidermoid cholesteatoma and chol- 
esterol granuloma—may cause similar clinical features, 
but their microscopic appearances are fundamentally 
different. .The epidermoid cholesteatoma is an epithelial 
structure; it is an epidermoid cyst in a particularly 
important and vulnerable part of the skull. Cholesterol 
crystals produce a foreign-body-type granuloma which 
should be called cholesterol granuloma. 


Department of Pathology, 
Institute of Laryngology and 
Otology, London, W.C.1. 


OBSTETRIC FLYING-SQUADS 


Srr,—Many progressive obstetricians will be surprised 
to read that Professor Nixon (March 16) supports the 
principle of routine interference with physiological par- 
turition by administering ergometrine in all cases of 
normal labour. 

The better understanding of the phenomena of normal 
labour has resulted in the exclusion of empiricism which, 
in turn, has disclosed that the natural and healthy 
performance of the total mechanism of human reproduc- 
tion incurs less risk and trouble to all concerned than 
the applied science of interference. 

The vast majority of serious postpartum hemorrhages 
are the result of faulty midwifery, and true pathological 
hemorrhage after a well-conducted physiological labour 
rarely occurs. This is demonstrated by the almost entire 
absence of postpartum hemorrhage in uncomplicated 
labour amongst unurbanised tribal Africans. They do 
not sever the cord until the placenta is born, and in only 
a few tribes is the birth of the placenta assisted in 
any way. 

When there is a clinical indication for antepartum 
ergometrine, it should be given intravenously as the 
anterior shoulder is delivered. To give it ‘‘ with the 
crowning of the head’’ in primipara predisposes to 
unnecessary pain, episiotomy, and laceration. 

In 1934, I first taught the students at University 
College Hospital that ‘‘ the most effective postpartum 
styptic is a screaming newborn baby in the arms of a 
healthy, happy mother.”’ This should be the objective 
of all who attend women in childbirth. The emergency 
work of the flying squad would become less onerous 
as the quality of obstetric teaching and practice 
improves. 

All midwives should be fully equipped to treat this 
alarming complication immediately it oceurs. The con- 
duct and the dangers of the third stage of labour should 
be drilled into all students and midwives. The evils of 
routine interference in normal labour should be overcome 
by understanding. 

Chichester. 

. Stewart, M. J. J. Path. Bact. 1915, 19, 305. 

. Manasse, P. Ohrenheilk. Gegenw. 1917, 9, 51. 

. Singer, L. Z. Hals- Nase- u. Ohrenheilk. 1933, 32, 110, 130. 
Simpson, R. R. Proc. R. Soc. Med. 1954, 42, 205. 

. Birrell, J. F. J. Laryng. 1956, 70, 260. 
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TOWARDS PREVENTING SUICIDE 


Sir,—We should, I feel, all like to congratulate Mr. 
Chad Varah (March 16) on the excellent scheme for 
which he is responsible and for his work in preventing 
suicide and referring patients to psychiatrists. This is 
clearly a field in which the minister and the doctor can 
codperate more closely ; and perhaps one in which most 
of us need additional training. The elderly depressed 
patient is clearly better with a transference or dependence 
upon the Church than upon a movable person such as 
the psychiatrist. If the psychiatrist or therapist moves 
to another post or goes on holiday, the depression with 
its suicide risk returns. This is but one example of a 
host of problems. 


The Church now recognises that its training in pastoral 
care does not meet the need of this highly specialised 
field ; and there are hopes that changes will soon be 
made in theological training. 

Hill End Hospital, 3. Pee. 


PEDICULOSIS CAPITIS: MASS CONTROL 


Sir,—Over a quarter of a million *school-children in 
1955 had evidence of verminous infestation of the hair.! 
The chief medical officer of the Ministry of Education in 
reporting this says: ‘‘ there is no cause for complacency. 
In some areas infestation has ceased to be a problem ; 
in others, almost 20 per cent of the children are affected.”’ 
In Salford—despite the determined use of modern insec- 
ticides successfully applied to the hair of individual 
children—there was an obvious failure to eradicate 
infestation in the community; the infestation-rate in 
school-children reported monthly was often 17%. These 
facts are a grave reproach to public health. Especially 
galling in comparison is the negligible or nil infestation- 
rate in certain European cities. 

I decided, therefore, to have an all-out attack on 
infested school-children and their family contacts at one 
and the same time. I am compiling a full report for 
publication, but for the present it is sufficient to say 
that over 25,000 children attending all the schools in 
Salford, apart from the grammar and technical schools, 
were examined by members of the public-health nursing 
staff on the re-opening of the schools after the summer 
holidays in 1956. Over 17% showed signs of infestation. 
All such children, however slight the infestation, received 
tubes of a gamma benzene hexachloride shampoo 
(‘ Lorexane’ no. 3), and sufficient tubes were provided 
for every member of the family to be treated. Some 
10,000 tubes were distributed. 


At the end of the survey, of over 25,000 children 
examined, less than 2% showed signs of infestation ; 
although some months have elapsed since the shampoo 
was applied on a large scale the infestation-rate appears 
still to be under 3%. A small control group using the 
shampoo, without the insecticide, did not show the same 
decisive reduction in the infestation-rate. 


Busvine et al.? showed in 1948 that in Salford gamma 
benzene hexachloride Gammexane ’) appeared to give 
better results than dicophane (p.D.T.). Since then, 
experience here has shown that gamma benzene hexa- 
chloride is a safe remedy even when used on impetiginous 
scalps ; hence it was suggested that this be incorporated 
in a first-class shampoo. 

Success in disinfestation lies in the ‘‘ acceptability ”’ 
of the remedy by the child and his contacts, including 
of course every member of the family—for infestation 
is a family disease. The shampoo described is safe to use ; 
1. The Health of the School Child. Report of the Chief Medical 


Officer of the Ministry of Education for the years 1954 and 
1955. H.M. Stationery Office; p. 24. 


2. a J. R., Burn, J. L., Gamlin, R. Med. Offr, 1948, 
, 121. 


no ill effect has been observed, and the hair is left in 
good condition, with no sign or stigma of treatment. 
The use of an attractive shampoo overcomes the reluct- 
ance of the adolescent and the mother. A first-class 
shampoo is necessary so that all members of the 
family will not only tolerate the remedy, but like it and 
want it. 


There is great need for industrial areas, irrespective of 
local-government boundaries, to attack the problem of 
infestation together and at the same time. I have tried 
many insecticides during the past twenty years, and the 
new lorexane no. 3 appears to be the best remedy. 


Acknowledgment is warmly made to those who did all the 
work: the Salford public-health nursing service (superin- 
tendent health visitor, Miss B. M. Langton), and I.C.I. 
Pharmaceuticals Division for supplies of ‘ Lorexane’ no. 3 
shampoo. 

Public Health Department, 

Salford. 


J. L. Burn. 
DYSENTERY DURING ADMINISTRATION OF 
ANTIBIOTICS 


Str,—The use of antibiotics is usually followed by the 
appearance of a new microbial flora in the intestine ; and 
when the host is debilitated the new micro-organisms 
may give rise to a secondary disease—e.g., candidiasis or 
staphylococcal enterocolitis. Recently we have seen a 
case of dysentery apparently caused by Proteus morgani 
which arose during administration of tetracycline and 
penicillin after an operation on the intestine. 

A man, aged 30, had for several years had pain in his right 
lower abdomen. A diagnosis of mobile cecum was made. 
At operation, severe chronic inflammation of the cecum and 
ascending colon were found. The ileocecal region, cecum, 
and ascending colon were resected and an ileocolostomy was 
created. Since abdominal distension and high fever continued 
after the operation, food and water were not given orally for 
a week; blood and Ringer’s solution were infused and 
vitamins injected ; tetracycline 500 mg. iaily was adminis- 
tered intrav enously with 500 ml. of 5% glucose solution, 
and penicillin 300,000 units daily was given intramuscularly. 

On the 7th day after operation, the patient had severe 
dysenteric symptoms. From the feces bacteria of the proteus 
group were isolated in almost pure culture; they were 
identified as Proteus morgani biologically and serologically. 
Among the biological properties of the organism was a marked 
activity of histidine decarboxylase, but the significance of the 
active production of histamine in this case was not known. 
The organism was highly resistant to penicillin, erythromycin, 
tetracycline, chlortetracycline, oxytetracycline, and strepto- 
mycin, and only moderately sensitive to chloramphenicol. 
After oral administration of chloramphenicol 1 g. daily for 
3 days, the dysenteric symptoms abated, the feces became 
normal, and the organism disappeared from the feces. 


Proteus morgani seems to be mainly commensal but 
potentially pathogenic.'* It has been cultured from the 
feces in sporadic dysentery, enteritis, and diarrhea, but 
its pathogenicity is doubtful. Under suitable conditions 
it seems able to multiply in the intestine, but it can 
hardly be ranked with the organisms of the shigella 
group. 

In our patient, active growth of Proteus morgani in 
the intestine, resulting from the depression of the normal 
intestinal microbial flora, may have caused dysenteric 
lesions—at a time when he was undernourished after the 
operation on the intestine. In most reported cases, 
staphylococcal enterocolitis has followed nutritional 
deficiencies or severe cachectic states. We must therefore 
pay much more attention to the nutritional state of 
patients when antimicrobial therapy is being given. 


N a University School N 
Univers oBuo Kato 


Nagoya, Japan. Yostnort 


1. Wilson, G. S., Miles, A. A. Tople y and Wilson's Principles | of 
Bacteriology and Immunity. ondon, 
2. Zinsser, H. Textbook of Bacteriology. ear York, 1948. 
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UNMARRIED PARENTHOOD 


Str,—This letter is intended to be an olive-branch. 
Both Dr. Tuthill and Miss Steel want to see more and 
more happy marriages, with more and more children 
growing up in confidence and security because the 
sexual life of their parents is harmonious and free from 
morbid associations of guilt. It is a little hard of Miss 
Steel to call the notions which seem to underlie the letter 
from Dr. Tuthill, who after all is only out to help those 
couples whose sex life has gone adrift (often because they 
have been indoctrinated with ‘‘ guilt ’’), ‘‘ very barbaric 
and sub-human.”’ To call sex an appetite does not seem 
to be contradicted by experience, nor indeed by the out- 
spoken phrases of the Book of Common Prayer. Are 
there not perhaps some couples who are such idealists 
with regard to sex that they are permanently dis- 
appoirited, and permanently feeling guilty? While 
no-one wants children to be born of illegitimate parents, 
there are other kinds of sexual tragedies—e.g., the con- 
scientious couple, both brought up to regard sex as strictly 
‘* sacred,’’ who are never free from scruple and inhibition 
with each other. If things go seriously adrift, such 
couples need help from outside, and it is possible that the 
only person who can help them is one who’can persuade 
them to be less solemn and idealistic, more playful and 
lusty, in their sexual life. We all want to help and to be 


. helped, and I feel we must not get too hot under the 


collar over the unorthodox opinions and methods of 
some of the helpers. 


_ Bowers Gifford Rectory, 


Basildon, Essex. EDWARD MANSFIELD. 


REFLECTIONS ON CIRCULATORY CONTROL 


Sir,—Dr. Cecil Gray suggests (Feb. 23) that ‘‘ hypo- 
tension should be reserved for those cases in which it is 
clearly imperative because of the nature of the surgery ; 
this would limit it to neurosurgical and perhaps some 
otolaryngological and plastic operations ...’’ Yet there 
are probably more contra-indications .to hypotension 
in cerebral disorders than in those elsewhere in the 
body. 

For example, Brown’ pointed out the danger of using 
hypotension and ical retraction in the acute phase of 
subarachnoid hemorrhage, with its concurrent arterial 
in the vicinity of the aneurysm. He also aisle Ge 
danger of using hypotension in the presence of stretch or 
distension of major vessels from tumour or other causes. 
Brown * has since pointed out the importance of — 
a fall of blood-pressure in seriously ill patients with spasm of 
the anterior basal perforating arteries. 


Access within the skull is considerably aided by good 
anesthesia with attention to posture, venous drainage 
from the head and neck, adequate respiratory exchange, 
the substitution of barbiturate drugs for opiates in pre- 
medication, and the use of aids such as ventricular or 
spinal drainage of cerebrospinal fluid during operation 
and intravenous infusion of hypertonic salt solution if 
required. Certainly by these methods operating condi- 
tions can be as satisfactory as when hypotension and 
hypothermia are used. Mortality and morbidity rates, 
however, are definitely lower, and the patient recovers 
consciousness more rapidly. 

Where major cerebral vessels are not involved by 
spasm or are not stretched by tumours or other causes, 
hypotension may be of considerable value. For example, 
I would regard hypotension as an invaluable aid to the 
surgical removal of a cerebral arteriovenous malformation, 
contributing materially to the excellent surgical results 
in this condition. 


of Surgical ALLAN 8. 
oyal Infirmary, Edinb 5. Brown 


1. Brown, A.S. Anesthesia, 1954, 9, 19. 
2. Brown, A.S. Ibid, 1955, 10, 351. 


Ir. 
‘or 
ng 
is 
an 
st 
ed 
ce 
AS 
th 
a 
al 
n 
n 


642 THE LANCET, 
Parliament 


Prison Reform 


WHEN the public purse is thin it is natural to put the 
claims of the widow, the sick, and the aged before those 
of the prisoner. But it may not always be wise. The 
ptiblic purse is rarely fat, and it is never the prisoner’s 
turn. Today shortage of staff, overcrowding, and sanitary 
squalor are hindering our prisons in their work for the 
community. Members on both sides of the House last 
week welcomed Mr. R. A. BUTLER’s first speech as Home 
Secretary on this subject, because it rejected what was 
described as this ‘“‘ last of the queue approach.”’ 

Under the drab headings of the Supplementary 
Estimate, which he was formally introducing, Mr. Butler 
managed adroitly to review the present difficulties of the 

rison service and put forward his ideas for a better 
uture. Accurate knowledge was an indispensable tool 
of administration, and he admitted that since taking 
office two months ago he had been shocked to find that 
in the last nine years the Home Office had spent only 
about £12,000 on research. Some useful work had of 
course been done, particularly on borstal and approved- 
school training, probation, and detention-centre treat- 
ment, but in his opinion we needed fuller and more 
accurate information, especially on imprisonment itself. 
We must use the tools which science and socivlogy had 
put into our hands to supplement the knowledge gained 
from experience, and he therefore proposed to give 
research first priority. 


OVERCROWDING AND UND ERSTAFFING 


He selected as the most urgent problems of prison 
administration overcrowding and understaffing. The 
best measure of the first perhaps was the number of men 
who had to sleep three in a cell. A year ago this was 
2500 ; now it was little more than 2000 despite an unhappy 
rise in the prison population from 20,500 to 21,600. 
Last year the Prison Commissioners took over another 
open prison, making 13 in all. He thought it unlikely 
that this form of relief to accommodation could be taken 
much further without undue risk to a valuable method. 
We must therefore look for help from the building 
programme which was now under way. 


Sarly next year a prison for 300 men near Hull would be 
ready for use. A similar prison in Lancashire had been started, 
and work would begin this summer on a psychiatric institution 
—the Eust Hubert Institution. A small borstal for girls 
would open later this year, and work on a second would start 
early next year. A site for a borstal for boys had been 
acquired, and planning clearance was being sought for a 
second. When all these buildings were in use—at least in five 
years’ time—they would provide 1500 more places. 


Another way of coping with overcrowding was by 
reducing the inflow of prisoners. The Advisory Council 
on the Treatment of Offenders was considering sug- 
gestions for reducing the number of short sentences. 
Though a reduction in these would be welcome the main 
increase in the prison population was probably due to an 
increase in the length of sentences passed by the higher 
courts. This was of course a matter for the judiciary, 
but the Home Office should be able to offer the judges 
information, based on systematic research, about the 
results of various forms of treatment, and fuller informa- 
tion about offenders before sentence. In his view the 
most important means of obtaining an expert diagnosis 
of a prisoner’s history and personality was the remand 
centre. Not only would these centres keep young people 
out of prison but they would provide a focus for research 
into juvenile delinquency. He would like to have an 
entirely separate centre for adults which would use the 
same specialised staff. 

Coming to his other big problem Mr. Butler said 
that 1000 more officers were needed before the local 
prisons could turn over to a shift system which would give 
the prisoners a full working day. Even on the present shift 
system the staffs were still below establishment. It was 
important to attract and retain the right kind of men 
and women, and he and the Secretary of State for 
Scotland had decided to set up a departmental com- 
mittee to review pay and conditions of service. Meanwhile 
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an immediate increase of pay would shortly be raised 
before the arbitration tribunal. 

But material conditions were not the only things that 
made a job attractive, and he wanted every officer in the 
service to feel that this was a real vocation. To this end 
consultative committees were being set up and staff 
refresher courses increased. Good human relations 
between staff and prisoners were also important, and 
Mr. Butler described a successful experiment at Norwich 
prison. 

Every man on arrival was assigned to a small group under 
the particular care of two officers whose duties were arranged 
so that one or other of them was always about. The prisoners 
knew that there were these officers to whom they should look 
for help and advice. The officers were encouraged to get to 
know their own group, both as a group and as individuals, 
and to be ready to make reports on them if necessary. All 
convicted prisoners, except in special circumstances, were 
allowed to be in association outside the cells from unlocking 
in the morning until 7.30 p.m. Apart from other advantages, 
the time saved to the staff on locking and unlocking, together 
with some adjustments of their timetable, had made possible 
for the prisoners a working-day of over six hours instead of five. 


It was hoped soon to extend these methods to some 
of the smaller local prisons. . 


RESPONSIBILITY AND RESTITUTION 


Turning to the question of prisoners’ earnings, Mr. 
Butler announced that these were to be raised. Under 
the new arrangement all prisoners would start with a 
minimum of ls. 8d. a week. He readily admitted that 
this did not sound impressive. But more important 
than decisions about the exact rates to be paid was, he 
suggested, a reconsideration of the purpose behind the 
whole scheme. The present scheme stimulated industry, 
but should we not look further. What of the prisoner's 
self-respect ? What of helping him to realise his family 
and social responsibilities? These were among the 
declared objects of the treatment and training of prisoners. 
Might they not be furthered by a wider and more 
imaginative view of the possibilities of earnings as an 
instrument of training? It might be possible, for 
example, to devise a scheme which would permit a 
prisoner to save to help himself and his family on dis- 
charge. Or, taking an even wider view, to give prisoners 
a rate comparable with a normal industrial wage, out of 
which they would pay for their keep in prison, maintain 
their families, meet their social insurance and other 
obligations, save towards discharge, and, possibly, pay 
compensation to their victims. 

Surely these ideas began to*lead us away from the 
simple conception of punishment, which, over many 
centuries, had occupied too dominating a position in our 
penal philosophy ? Might it not be that something of 
value was lost when the relation between the offender 
and his victim was thought to be one which simple 
punishment could satisfy, so long as it was left to the 
State to carry out that obligation of punishment ? Was 
there not also some ethical value in the older conceptions, 
because they were the older conceptions, of restitution 
and compensation ? ‘I believe,’’ he ended, “ that we 
might one day come to think of our prisons not as places 
of punishment—though that they must be since depriva- 
tion of liberty must always be a punishment—not only 
as places where offenders are trained to be better men 
and better citizens, which is what they seek, however 
imperfectly, to be now; but also as places where an 
offender could work out his own or her own personal 
redemption by paying his or her debt not only to the 
society whose order he has disturbed, but to the fellow 
members of that society whom he has wronged.” 


University Grants for 1957-62 


On March 14 the CHANCELLOR OF THE EXCHEQUER, 
in announcing the recurrent grants which the Exchequer 
proposes to make to the universities during the next 
quinquennium, made the following statement : 

The amount of annual grant to be made available for 
allocation by the University Grants Committee among the 
universities towards their recurrent expenditure is normally 
settled for periods of five years at a time, and I propose to 
follow this practice. The present settlement expires next 
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July, and I have been considering recommendations made to 
me by that committee for grants for the ensuing five years. 

During the five years which are now ending, rising prices 
and wages have affected every branch of university expen- 
diture, and though additional grants were made available to 
finance the review of academic salaries which took place in 
1954, universities have had to meet other increases in costs 
without any other assistance. I am satisfied that some 
increase in grant is necessary to enable the universities to 
maintain the present level of activity. 

When it comes to development, I have had to take account 
of two conflicting considerations. The first is the growing 
number of qualified applicants for admission to the universities, 
and the importance of their output of graduates at a time 
when the need for highly trained people in business, industry, 
administration, teaching, and research is increasing and when 
the country’s future requires us to keep in the forefront of 
scientific and technological development. The second is the 
financial and economic difficulties of the country, which call for 
general restraint. 

Taking these factors into account, the amounts which I 
propose to invite Parliament to vote for recurrent grant for 
the five university years beginning on Aug. 1 next are as 


follows : 
1957-58 £30,600,000 
1958-59 £32,300,000 
1959-60 £34,350,000 
1960-61 £36,750,000 
1961-62 £39,500,000 


These sums do not include provision for non-recurrent 
grants towards capital expenditure, and they take no account 
of the recently announced improvements in academic salaries 


QUESTION TIME 
Propaganda Against Smoking 


Dr. Barnett Srross asked the Parliamentary Secretary 
to the Ministry of Education whether he would have made a 
film suitable for showing to school-children at an appropriate 
age and to all school-leavers, which will advise them of the 
dangers of smoking to health.—Sir Epwarp BoyLe replied : 
No, Sir. Dr. Stross: I wonder why we have had such an 
answer? Is it not apparent that the Ministry has issued 
instructions to school-teachers enabling them to read an 
article in the particular textbook to which I am referring, so 
that they can warn children ? If this is sincerely meant, why 
not a visual aid, in view of the importance of the disease which 
we are discussing ?—Sir Epwarp Boye: I understand that 
a film of this kind has been made in the United States, but I 
rather doubt if it would be acceptable as suitable for showing 
to school-children in this country. Mr. M. Stewart: Could 
not the Parliamentary Secretary take a slightly less negative 
attitude about this? Even if there is something in it which 
makes this film unsuitable, cannot the Ministry consider 
positively what it can do on this question !—Sir Epwarp 
Boyte : I think that the approach to that topic in the Depart- 
ment’s handbook on health education shows the lines on which 
we are thinking, but certainly I take note of what the hon. 
Mexaber has said. 


Parental Means Test and Scholarships 


Mr. Franx Beswick asked the Minister if he would take 
steps, by revising the present parental means test procedure, 
to ensure that grants and awards to university entrants are 
not reduced.—Sir Epwarp Boyte replied : The Government 
do not at present intend to introduce any amending legis- 
lation. Mr. EMANUEL SHINW=LL: Does the Minister realise 
that there are many parents anxious to provide higher 
education at the universities for their children who are 
finding great difficulty because of the operation of the means 
test ?—Sir Epwarp Boye: Later this year my noble Friend 
will be examining the arrangements for assessing university 
awards, in consultation with representatives of the universities 
and the local-authority associations. But I cannot, I am 
afraid, say more this afternoon. Mr. Beswick: Does the 
Minister appreciate that a means test cutting across an 
ability test is no less objectionable because it hits hardest at 
the so-called middle classes or professional classes ? Would 
he bear in mind also that the reform asked for in these questions 
would find much wider acceptance than any proposal to give 
an income-tax allowance in the matter of education ?—Sir 
Epwarp Boye: This is, I agree, an important subject, 
but I cannot go further this afternoon. J.orp BALNTEL: Can 
the Minister say how much it would cost the taxpayer to 
abolish this means test ?—Sm Epwarp Boye: I am told 
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that the cost of abolishing the test for all university awards 
would be about £3'/, million this year in respect of United 
Kingdom students at universities in England and Wales. 


Earnings of Mental Patients 


Mr. N. N. Dopps asked the Minister of Health what progress 
he had made in his investigations into the payment by mental 
patients engaged in remunerative employment outside the 
institution who are required to make payments from. their 
earnings towards their maintenance as inpatients; and if a 
decision had yet been reached as to whether or not the 
patients were, in future, to be given receipts for the money 
they were required to pay.—Mr. Dennis VosPER replied : 
My inquiries have shown that in nearly all cases receipts are 
given to these patients in mental hospitals, but less frequently 
in mental-deficiency hospitals, where the wages are often paid 
direct to the hospital authority on behalf of the patients and 
receipts are given to the employers. I propose to ask hospital 
authorities to give receipts in future in all cases where money 
is paid over by the patient himself and the authority is 
satisfied that he is capable of understanding the nature of the 
document. 

Rampton State Institution 


Dr. DonALD. JOHNSON asked the Minister the total number 
of inmates of Rampton State Institution ; and how many of 
these had had criminal convictions.—Mr. VosrEr replied : 
1092. Full information is not available as to how many have 
had criminal convictions, but 539 were dealt with as mental 
defectives either by the courts or by the Secretary of State 


. whilst being detained in prison, approved schools, or elsewhere. 


Dr. Jounson : Is the Minister aware of the anxiety of many 
people that inmates who have criminal convictions are mixed 
with many others who have no criminal convictions of any 
kind ? Will he give this matter his special attention when 
considering the forthcoming report ? Mr. Vosrer: I will do 
that, of course, but all the inmates of Rampton have this in 
common, that they are of violent propensities, and it would 
be very difficult to separate the two categories which my hon. 
Friend has in mind. 


Strontium Level in Bones of Children 


Mrs. BuTLEerR asked the Minister what was the latest avail- 
able figure indicating the level of strontium in the bones of 
young children, and the amount by which this had increased 
since the figure for the level at November, 1955, was published 
in the Medical Research Council’s report of June, 1956.— 
Mr. VosperR replied: The average level of strontium 90 
found during 1956 in the bones of young children in the 
United Kingdom was 0-67 unit. The highest single level 
observed was 1-3 units, a level which does not differ signifi- 
cantly from the maximum of 1-2 units given in the report 
ig by the Medical Research Council in June, 1956. 

rs. BuTLER: Is the Minister aware that when the original 
measurements were taken only four hydrogen bombs had been 
exploded ? It is believed that sixteen tests have now taken 

lace. Is it not the case that the measurements taken in the 

nited States six months ago showed a very high and rising 
level of strontium 90, which has been described as the most 
dangerous poison in the world ? Will he assure the House 
that he will keep this matter under very close and constant 
review ? Mr. Vosper: The early part of the hon. Lady’s 
question goes somewhat beyond my responsibility. There has 
been little or no change during the year in question and, of 
course, the matter is very much under review. 

Mr. SoMERVILLE Hastines: In giving the very careful 
consideration to this matter which I know he is giving it, 
will the right hon. Gentleman remember that when X rays 
were first used in this country no one realised that there was 
any danger, that it was not until there bad been many deaths 
from carcinoma of the hands and other parts of the body 
that the damage was appreciated ? Will he watch this matter 
with very great care? Dr. Epira Summerskitt: In view 
of the increasing concern of reputable scientists about the 

to life of these bomb explosions, has the Minister 
taken any advice more recent than that of the Medical Research 
Council last June? Mr. Vosper: The original question 
asked for the latest available figure, which I have given. 
I have said that investigation is continuing and that the 
matter is being watched very closely. 


Transistor Hearing-aids 


Field trials began this month on the transistor hearing-aid 
designed for the Medical Research Council. 
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OBITUARY—MEDICINE AND THE LAW 
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Obituary 


ESTHER LILLIE CARLING 
M.D. Brux., L.S.A. 


Tue story of Esther Carling’s life is also a great part 
— story of the sanatorium movement in this country. 
She treated her first patient by the open-air method in a 
farmhouse in the late ’nineties. By the time that she 
retired in 1938 over 10,000 tuberculous patients had 
passed through her hands, and the sanatorium which she 
had founded had 180 beds, including a children’s section, 
and a farm of 50 acres. 


She was born in 1870, the daughter of William 
Colebrook, a some-time mayor of Reading who took a 
keen interest in the problems of sanitation. She studied 
medicine at the Royal Free Hospital and qualified in 
1896. From the start she was attracted to the public- 
health side of medicine. Tuberculosis was one of its 
most urgent problems, and in the village practice which 
she started at Peppard in Berkshire she was soon at 
grips with it. Dr. Hastings Gilford of Reading asked 
her if she could improvise open-air treatment for one 
of his patients with phthisis. Good results had been 
claimed for this therapy by Walther and others in 
Germany, and it appealed to Dr. Carling as more likely 
to succeed than bottles of medicine. So she arranged 
to treat the pacient at a neighbouring farmhouse. The 
patient made a good recovery, and two friends who had 
visited her and been fired by Dr. Carling’s enthusiasm for 
the new therapy sent her a cheque for £2000 to cover the 
cost of treating other patients. These were not slow to 
arrive, and temporary shelters were designed and built 
for them. That was the beginning of Kingwood Sana- 
torium, to which Maitland House was added a little 
later, with money also supplied (unasked) by the friends 
of another patient. 


Every year Dr. Carling’s work grew, until in 1911 she 
had 70 patients under treatment. In that year John 
Burns paid her a surprise visit. He was then president 
of the Local Government Board, and much concerned 
about tuberculosis. He also foresaw that under the 
National Insurance Act a considerable sum of money 
would be available for a more vigorous campaign against 
the disease. After his visit he asked her if she would 
consider handing over the financial responsibility for the 
sanatorium to the Berks and Bucks county councils, 
and become its medical director. 


During the 1914-18 war Dr. Claude Lillingston joined 
the staff at Peppard Sanatorium, as it was now called, 
and enabled Dr. Carling to add to her responsibilities 
there tuberculosis-dispensary work in the neighbouring 
counties. Of their effective, if improbable, partnership 
he writes : 


It was arranged that we should take duty on alternate days. 
Every other day she was to absent herself in order to act as a 
district tuberculosis officer. At that time the pick-and- 
shovel school of auto-inoculation by graduated labour still 
enjoyed a certain vogue. It appealed to the enterprising 
element in Dr. Carling’s character, and she encouraged work 
by her patients on the sanatorium garden. At the same time 
I was labouring under the conviction that rest in general, and 
immobilisation of a tuberculous lung in particular, was the 
best road to recovery. With these bees buzzing in our respec- 
tive bonnets, we sailed into a happily lopsided partnership 
which lasted three years. On her days on duty, Dr. Carling 
would send her patients to work in the garden. Next day I 
would send them back to bed. Why did she never bash out 
my brains ? Perhaps what saved them was her love for her 
ailing fellow-beings—a love which left no room for wounded 
amour-propre. 


The determination and courage with which Dr. Carling 
faced and overcame difficulties were somehow com- 
municated to her patients, and the warmth of her 
personality drew the affection and loyalty of her staff. 
But she was much more than the head of a successful 
sanatorium. For many years she brought her common 
sense and her humanity to the work of a magistrates’ 
court. She found time to raise a family and to receive 
many visitors, including Sir William Osler, at her home 
at Peppard. Perhaps the most important and enduring 


of her interests was the welfare of nurses. One of her 
characteristically pungent letters, which we published 
in 1930, led to the appointment of the Lancet Commission 
on Nursing, and in her last letter in 1952 she was still 
sharply protesting, this time against the exposure of 
nurses in their ’teens to the risk of infection. 

Dr. Carling would have been the first to point out how 
much she and her sanatorium owed to her husband, 
Henry Carling, and to his talent for administration. Of 
their marriage a friend writes : 

In many respects the Carlings were as unlike as husband 
and wife can possibly be. She was glowing, impulsive. He 
was cool, methodical. Her sense of injustice over an abstract 
problem such as women’s suffrage, or her outraged sense of 
compassion over some underdog in trouble, would set her 
expressive brown eyes ablaze, her small frame aquiver. The 
same incident would start him on a carefully planned campaign 
of rescue of that same underdog. She drove through life as 
she drove her car—so as to get there, without any undue 
attention to mechanical details. Her motto was: “ Leave it 
to Henry,’ who rose to every emergency, whether she had 
rammed the buttocks of a cow with her car or got into some 
administrative cobble at the sanatorium. 


Her husband’s death soon after the late war left her 
bereft, and her active mind chafed against the physical 
restrictions of old age. She died on March 18 in Ipswich. 


Dr. H. C. ELDER 

C. K. McD. writes: 

Dr. Elder was one of those medical teachers who had 
a great influence on earlier generations of Edinburgh students 
and graduates. His was no parochial learning and his disserta- 
tions on tuberculosis showed a firm and discriminating grasp 
of the world literature and activities. His clinical ability 
was prodigious, and to attend him on ward rounds or clinics 
was sometimes exhausting, since one’s concentration was 
kept continually on the stretch. But it was a rewarding and 
unique experience, often followed by great hilarity when 
some of his shafts of wit (and occasional darts of reproof) 
were recalled, for his breadth of culture allowed him to couch 
his technical utterances in distinctive terms, but always 
charmingly. He brought a grace and character to medicine 
which we will not easily forget. 


Medicine and the Law 


Procedure for Intrathecal Injections 

As a result of the death of a patient following an 
injection of penicillin, a regional hospital board has 
issued directions with regard to the administration of 
intrathecal injections. Hospital management com- 
mittees in the region have been informed that, when such 
injections are to be given, the quantities should be 
checked by another doctor or a State-registered nurse 
or a student nurse, as well as by the doctor who is to 
administer the injection; a book should be signed to 
record that this has been done and the quantity adminis- 
tered. The regional board add that this rule is not 
intended to imply that a nurse should check the doctor’s 
prescription. Hospital management committees have 
also been asked to review critically in consultation with 
matrons and (where appropriate) with chief male nurses, 
their arrangements for checking the giving of drugs, 
especially when given intravenously. 

The Medical Defence Union has protested to the 
Ministry of Health, and is advising its members to oppose 
the introduction or observation of such rules on the 
ground that they are an interference with clinical free- 
dom: the responsibility for taking appropriate pre- 
cautions with regard to any medical or surgical operation 
belongs, it says, inalienably to the doctor carrying out the 
procedure. Dr. Robert Forbes, secretary of the M.D.U., 
has pointed out} that, although the rule relates at the 
moment only to intrathecal injections, in a short time it 
might relate to many other forms of injection. 


1. See Brit. med. J. Feb. 16, 1957, suppl. p. 66. 
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Notes and News 


GASTRO-ENTEROLOGY AT THE CENTRAL MIDDLESEX 


j- One of the chief centres of gastro-enterolggy in this country 
is the department at the Central Middlesex Hospitai, London, 
N.W.10, of which Dr. F. Avery Jones is the physician in charge. 
Since last week this department has had premises more in 
keéping with its importance and international reputation. In 
close association with the ward of 50 beds, there will now be 
four laboratories, an endoscopy theatre, facilities for radio- 
logical investigations, a library and conference room, and 
offices. To allow for this development, the Nuffield Founda- 
tion has given £6500 for the building, and the Medical Research 
Council £6100 for equipment, and the North West Metro- 
politan Regional Hospital Board has provided the balance of 
£2200. All who attended the opening on March 15 must 
have felt that astonishingly good value has been obtained for 
the money spent. Indeed, in relation to the cost of many 
other buildings today, it is hard to see how so small a sum 
has been made to buy such capacious premises so well finished 
and attractive. 

Explaining why a surgeon, Sir Gordon Gordon-Taylor, had 
been invited to perform the opening ceremony, Mr. Maurice 
Orbach, M.P., chairman of the management committee, said 
that the department had always depended on codperation 
between physicians and surgeons, and the physicians wanted 
to show their recognition of the partnership. He also spoke 
of the partnership of the Central Middlesex with the Middlesex 
Hospital, and its wish to emulate Sir Gordon in maintaining 
links with the Commonwealth. 

Sir Gordon Gordon-Taylor, who said it was fifty years since 
he performed his first gastro-enterostomy, described gastro- 
enterology as now far more than a province—“ really an 
empire of its own.’’ Dr. Avery Jones’s department had 
become a veritable mecca and he hoped that in the new 
premises the cause and cure of peptic ulcer would now be 
discovered. Alarmed by the present prospect that surgery 
might otherwise reduce this nation to “‘ a cohort of gastric 
geldings,’’ he pointed out that an army fights upon its stomach : 
‘‘and how are we to fight the next war if most of us have 
none to fight upon ? ”’ 

Dr. Avery Jones recalled how the department had been 
started when in 1937 Dr. Horace Joules segregated 50 beds 
for gastro-enterology, and went on to speak of the strong team 
formed by his colleagues. Dr. T. D. Kellock and Dr. Richard 
Doll have now been joined by Dr. E. N. Rowlands, working 
half-time in the department for the Medical Research Council. 
Dr. Margot Shiner is developing the technique of intestinal 
biopsy, and the team has invaluable help from Dr. Frank 
Pygott in radiology and from Dr. Allan Gray, Dr. George 
Discombe, and Dr. R. A. B. Drury in pathology. 


A PIONEER IN MICROBIOLOGY 


Agostino Bassi, who died a hundred years ago, was a 
pioneer in microbiology. He discovered the pathogenic 
organism of silk-worm disease and announced his findings to 
& group of professors at the University of Pavia m 1834. 
On that occasion Bassi revealed for the first time that the 
disease was caused by a vegetable parasite which could be 
destroyed by the use of certain chemical and physical agents. 
According to Bassi, contagion and epidemics were caused 
“exclusively by living microscopic beings which are extra- 
ordinarily prolific and capable uf being communicated directly 
or indirectly to animals in general, man, insects, wind or 
water, sensible to climatic variations and the state of reception 
of the population among which they are transplanted.” 
Having confirmed his assumptions with the discovery of the 
first agent of positive pathogenic nature, he organised for the 
first time a prophylaxis based on caution and sterilisation. 

Dr. Giovanni Arcieri has rightly commemorated the 
centenary of Bassi’s death with a specially written brochure 
in English. He claims that Bassi was the real founder of 
microbiology and not merely a forerunner of Pasteur. 
Unfortunately he has allowed his enthusiasm too much 
freedom. It is difficult to agree with his contention that 
Pasteur, Koch, Metchnikoff, Klebs, and other eminent 
scientists would not be known as such without Bassi’s dis- 
covery, or that the discovery should have been acknowledged 


1. Arcieri, P. Agestine Bassi in the History ot Medical Thought. 
Flore Leo 8. Olschki. 1956. Pp. 
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the cinema ertheless, this is an interesting 
biography, for it includes accounts of Fracastoro, “ the first 
to formulate the true epidemiological doctrine,’’ Redi, “* who 
first undermined the theory of spontaneous generation,’’ 
Cestoni, ‘“‘ who discovered in 1687 the parasite of scabies,”’ 
and Spallanzani, “ the father of experimental biology.”’ 


STAFFING THE MENTAL HOSPITAL 


Tue difficulty that many provincial institutions have in 
attracting young doctors is all too well known, and it will 
somehow have to be overcome. Recording that at Moorhaven 
Hospital, South Devon, the newly established posts of senior 
registrar and jumor hospital medical officer remained empty 
for many months, Dr. Francis Pilkington, the physician- 
superintendent, points out that one remedy is to provide 
good accommodation at low rents.|. Photographs of some of 
the houses provided for the hospital’s physicians are repro- 
duced in his report. 

Contrary to what might be expected, the fact that Moor- 
haven Hospital is a training-centre for psychiatrists makes 
the shortage of staff more rather than less acute. For this 
there are several reasons. Firstly, a mental hospital which 
undertakes training always has a proportion of inexperienced 
doctors on its staff; secondly, the staff are more changeable 
and there may be gaps between the appointments ; thirdly, 
the trained must devote some of their time to teaching the 
untrained ; and fourthly, the untrained need much time off 
for studying privately or attending courses. Hence, as 
Dr. Pilkington says, medical establishments must be more 
liberal in training-hospitals than in others. 


' JOINT CONTRACTING FOR HOSPITAL SUPPLIES 


In December, 1954, the Central Health Services Council 
appointed a committee, under the chairmanship of Sir 
Frederick Messer, to investigate various aspects of hospital 
supplies. The committee’s interim report? is mainly con- 
cerned with joint contracting schemes, which have already 
been operating in a few cases. 

The committee suggests that the existing evidence shows 
economic advantages in bulk buying, particularly of drugs. 
Joint contracting might lead on the one hand to increases in 
range and quality, or on the other hand to drab uniformity. 
The committee thinks that uniformity does not matter for 
supplies which do not affect the service to the patient. From 
joint contracting it expects an improvement of standards, 
but no tendency to over-estimate and (with proper planning) 
no storage difficulties ; some hospitals might hold stocks for 
others that have not enough storage space. 

The committee advises all hospital authorities to adopt 
joint contfacting schemes, which yield the advantages of 
large-scale buying without damaging the autonomy of hospital 
groups. The Minister has asked hospital authorities to review 
their arrangements in the _ of the —— 


University of Cambridge 
On March 9 the following degrees were conferred : 
M.D.—T. M. D. Gimlette, K. E. Hainan, A. 8. Herington, J. O. 


Robinson, J. R. Seale, H. B. L. Williams. 
M.Chir.—*C. H. Kinder. 
M.B.—*Chit Chan Gunn. 

* By proxy. 


University of London 
On Feb. 27 the degree of M.D. was conferred on Derrick 
Rowley. 


University of Leeds 

The council has accepted a grant from the Nuffield Provin 
cial Hospitals Trust of £8500 a year for two years to enable 
the university, through the department of adult education 
and extramural studies, to promote a pilot scheme of courses 
of study for hospital administrators. The scheme will be an 
experiment in the design and operation of residential courses 
for senior members of the staffs of hospitals and of regional 
hospital boards. The courses will probably last not less than 
four weeks, and will be stafféd by a full-time director of 
studies, two other full-time senior staff members, and part- 
time lecturers. The director and his assistants will also 
undertake research on training for hospital administration, 


1. The Eighth Annual the Physician-Superintendent 
and of the cay Se ‘or 1956. Moorhaven Hospital, 
Ivybridge, near 1957. 

2. Interim Report of the Committee on Hospital Supplies. H.M. 
Stationery Office. 1957. Pp. 16. 9d. 
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University ‘of S Sheffield 
Dr. I. B. Sneddon has been appointed part-time lecturer 
in dermatology. 
University of Edinburgh 
Sir Howard Florey, ¥.x.s., will be among those who will 
receive the honorary degree of LL.D. at a ceremony to be held 
on July 5. 


Royal College of Surgeons of England 

At a meeting of the council on March 14, with Sir Harry 
Platt, the president, in the chair, Mr. A. L. d’Abreu and 
Mr. E. G. Muir were admitted to the court of examiners. 

The following Sir Arthur Sims Commonwealth travelling 
professors were appointed for 1958: Prof. M. L. Rosenheim 
to visit Australia and New Zealand, and Prof. R. M. Janes 
(Toronto) to visit parts of Africa. 

The Hallett, prize was awarded to Dr. 8S. K. Nair (Agra), 
and the Macloghlin scholarship to -F. R. Jackaman (Queen 
Elizabeth’s School, Barnet). 


Scottish Regional Hospital Boards 

The Secretary of State for Scotland has reappointed the 
chairmen of the five regional hospital boards for a further 
three years. 


Biochemical Society 

The annual general meeting of this society will be held in 
the Department of Biochemistry, University College, London, 
W.C.1, on Thursday, March 28, at 10 a.m. 


Christian Medical Fellowship 

At a meeting of this fellowship to be held on Wednesday, 
March 27, at 8.15 P.m., at the Royal Empire Society, 
Northumberland Avenue, London, W.C.2, Mr. Harold Dodd 
will speak on the Doctor as a Person. 


International Cancer Congress 

This congress will be held in London from July 6 to 12, 
1958, under the presidency of Sir Stanford Cade. Further 
particulars may be had from the office of the congress, 
45, Lincoln’s Inn Fields, W.C.2. 

Diet and Coronary Disease 

Prof. John Yudkin will speak on this subject after the 
annual general meeting of the Nutrition Panel of the Food 
Group of the Society of Chemical Industry, which is to be 
held at 14, Belgrave Square, London, 8.W.1, at 6.15 P.m., 
on Wednesday, April 10. 

Study Course on W.H.O. 

The World Federation of United Nations Associations will 
hold a study course on the World Health Organisation in 
Geneva from May 6 to 15, simultaneously with the World 
Health Assembly. Further information may be had from the 
federation, 1, avenue de la Paix, Geneva, Switzerland. 


Dental Implant Society 

This society is holding a meeting at 1, Wimpole Street, 
London, W.1, on Wednesday, May 15, at 7 P.m., when Prof. 
Talmage Read will speak on subperiosteal dental implants, 
and Mr. Boris Trainin, L.p.s., will show a colour film illustrating 
surgical and laboratory techniques for a new type of implant. 
Non-members who wish to attend should write to the hon. 
secretary of the society, 109, Harley Street, W.1. 
International Nutrition Congress 

A congress is to be held, under the auspices of the Inter- 
national Union of Nutritional Sciences, in Paris from July 26 
to Aug. 1. Further information about the congress may be 
had from Prof. E. Terroine, Centre National de Coérdination 
des Etudes et Recherches sur la Nutrition et l’Alimentation, 
71, Boulevard Péreire, Paris, 17*, and about the union from 
the secretary general, Mr. Leslie J. Harris, p.sc., Dunn Nutri- 
tional Laboratory, Milton Road, Cambridge. 


Dr. Ronald Woolmer, director of the department of anmsthetics 
in the Royal College of Surgeons of England, is visiting medical 
research centres and departments of anmsthetics in the United 
States and Canada with a grant from the Rockefeller Foundation. 


Births, Marriages, and Deaths" 


DEATHS 


CAMPBELL—On March 13, at Corbett House, Droitwich, Malcolm 
Campbell, M.A., 

Cann—On March 11, at 

M.B., 


M.B., F.R.C.S.E., aged 84. 
Hospital, Middlesex, Lawrence 


William Cann, 


BIRTHS, MARRIAGES, AND DEATHS—DIARY OF THE WEEK—APPOINTMENTS [MARCH 23, 1957 


Diary ¢ of the Week 


MARCH 24 TO 30 
Monday, 25th 


nore, * COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 


5 PM. ‘Prot. Arnold Sorsby : 
MEDICAL SOCIETY 


Cycloplegics and Mydriatics. 


P.M. (Medical School, University of Manchester.) General 
frags. . Kenneth Harrison: Surgical Treatment of 
eafness. 


Tuesday, 26th 


Rares. COLLEGE OF SURGEONS OF ENGLAND 
5 p.m. Mr. Robert Cox: Management of Dysphagia Due to 
Disease of the Thoracic and Abdomina) 
phagus. (Hunterian lecture.) 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
8 P.M. Medicine. Dr. Thomas Hunt, Mr. Rodney Smith, Dr. 
ee Bodian: Diagnostic Features of Some Pancreatic 
Jiseases. 
St. GeORGE’s HOSPITAL MEDICAL SCHOOL, S.W.1 
5.30 P.M. Prof. J. Z. Young, F.R.s.: Efferent Optic Nerve Fibres 
and the Crossing of the Visual Pathway—Some Specula- 
| ae on the Mechanism of Vision. (Thomas Young 
ecture.) 
INSTITUTE OF yyy Lisle Street, W.C.2 
5.30 p.m. Dr. D. James: Sarcoidosis. 
ROYAL 
5.30 P.M. (Westminster Medical School, Horseferry Road, S.W.1.) 
Medical. Mr. P. D. Oldham: Arterial Biood-pressure in 
Population Samples. 
UNIVERSITY OF LIVERPOOL 
5.15 P.M. (Medical School.) Prof. B. Uvnis (Stockholm) : 
thetic Vasodilator System. 


Wednesday, 27th 


HARVEIAN Socrety oF LONDON, 11, Chandos Street, W.1 
15 P.M. Sir Russell Brain, P.R.c.P.: Some Disorders of the 
Cerebral Circulation. (Harveian lecture. ) 


INSTITUTE OF DERMATOLOGY 
Specific and Foreign Body 


5.30 P.M Dr. Henry Haber: 
Granulomas. 
or PusLic HEALTH AND HyYGIEeN#, 28, Portland 
ace 


3.30 P.M. Dr. E. Ann Mower White: Opportunities for Health 
Teaching in Schools. 
BIRMINGHAM MeEpiIcaL Socrety, 154, Great Charles Street, 
Birmingham, 3 
8 p.m. Psychiatry. Dr. May Pearce: Matrimonial Causes. 
Thursday, 28th 
ROYAL Cape OF SURGEONS OF ENGLA 
5 P.M. D. Greer Walker: Facial Dovelegunent. 
Gale | lecture.) 
UNIVERSITY OF LONDON 
5.30 P.M. (St. Thomas’s Hospital Medical School, 8.E.1.) 
Professor Borje Uvnis: Mechanism of Histamine 
eleasc 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. Brian Russell: 
the Skin. 
CHAPWICK LECTURE 
5.30 p.m. (Royal Society of Health, 90, Buckingham Palace Road, 
S.W.1.) Sir Harold W hittingham : Problems of Hygiene 
in Civil Aviation. 
WEST OF ENGLAND CHILD HEALTH GROUP 
8.30 P.M. (Children’s Hospital, Bristol.) Dr. Reginald Lightwood : 
Home Care of Sick Children. 
LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant, Liverpool, 3 
8 P.M. Dr. 5 Noble Chamberlain, Dr. Charles MeKend rick, 
Dr. W. P. O’ Regan : Management of Coronary Thrombosis. 


Friday, 29th 
Roy AL SOCIETY OF MEDICINE 
2.30 P.M. 


Malignant 


Sympa- 


(Arris and 


Tuberculosis and Sarcoidosis of 


Experimental Medicine and Therapeutics. Prof. J. 
Lederberg, Prof. M. Westergaard, Prof. B. D. Davis, 
Dr. R. D. Hotchkiss: Review of the Ciba Foundation 


Symposium on Mechanisms of Development of Drug 


Resistance in Micro-organisms. 
Saturday, 30th 


MEDICAL SOCIETY FOR THE STUDY OF VENEREAL DISEASES 
2.15 p.m. (Royal Hospital, Sheffield.) Mr. St. Elmo Hall: 
Problems of a Mixed Community. 


Appointments 
Camas, 3- G., M.B. Glasg., D.P.H.: deputy M.O.H., Kingston upon 
ull. 
Conn, Nancy K., M.p. : bacteriologist (8.4.M.o.). Edinburgh north- 


ern group of hospitals based on Northern Genera] Hospital. 
GARLAND, ANDERSON, M.D. Lond., M.R.C.P., D.P.H.: deputy divi- 
sional M.o., L.C.C., and deputy M.o.H., Wandsworth. 
Hopper, J. M. H., M.B. Durh., D.OBST., D.P.H.: deputy M.O.H., 


Rotherham. 
REFFOLD, BRYAN, M.B. Durh.: assistant M.o.H., Kingston upon Hull. 


Liverpool Regional Hospital Board : 
BAMBER, G. W., M.D. Camb., F.R.C.P.: consultant dermatologist, 
Bootle Hospital and Liverpool Radium Institute. 
Barry, A. C., M.B. Glasg., D.P.M.: assistant psychiatrist, Sefton 


Mental Hospital. 
assistant psychiatrist, Deva 


COSGROVE, M. J., M.B., D.P.M.: 
FAIRHURST, RICHARD, M.B., B.D.S. Lpool, F.D.8. R.C.8.: consultant 


Hospital. 
dental surgeon, Birkenhead group of hospitals. 
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Tablets of 100 mg. 
of isonicotinic acid 


DIPASIC 
is a chemical compound 
. formed by the combination 
of INH and PAS 
in molecular proportions 


Literature on therapy 
and dosage on request 


: BENGUE & COMPANY LTD. Manufacturing Chemists 


MOUNT PLEASANT ® ALPERTON >» WEMBLEY > MIDDLESEX 


Bengue & Co. Ltd. make “ Dipasic ” available in the United Kingdom by arrangement with 
Ed. Geistlich Sons Ltd., Wolhusen (Switzerland) 
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“Doctor, can you help 


me to sleep better?” fA” 


F 


Tue patient who complains of uneasy sleep is often 
one of the doctor’s most troublesome problems. 
The beneficial effects of a warm food drink at 
night are well established, and many doctors recog- 
nize Horlicks to be the ideal nightcap. 
Horlicks is partially predigested and is suitable 


for patients of all ages. 
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They like 
Lucozade.. 


Lucozade has won its place in the sickroom because it is so very 
palatable. Patients enjoy it and, what is more, they can keep it 
down even when other food is refused, or vomited. It is difficult to 
assess the value of Lucozade simply in terms of the glucose it 
contains. It is the patient’s response which is so interesting. Its 
acceptance so often coincides with a distinct and happy turn for the 
better, well illustrated in the following brief report : 


* My little boy was ill . . . . and was completely off his 
food. I must admit that I only thought of Lucozade at 
the last moment, after two days of worry, but he 
improved from the time of taking it.” 

In a letter from Mrs. V. Darlington, Birkdale, Lancs. 


LUCOZADE 


the sparkling glucose drink 


REPLACES LOST ENERGY 
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Wall’s Ice Cream is a well-balanced food, with valuable fat, carbohydrate 
and protein content. It is easily assimilated and of high 
calorific value. Very often patients with poor appetites readily accept 
and enjoy ice cream, and for this reason also, 


hospitals include ice cream in their invalid diet. 


There is no more enjoyable way of taking 


nourishment than by eating good ice cream. 


ICE CREAM 


—A PALATABLE, NOURISHING AND EASILY ASSIMILATED FOOD, RARELY CONTRA-INDICATED 


T. WALL & SONS LTD . LONDON; GODLEY. CHESHIRE; EDINBURGH 'CE 304-1903 
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Children needing aspirin 
will readily take 


Rasprin 
ligr. soluble aspirin tablets 


specially formulated* 
and flavoured for children 


* Acid. Acetylsalicyl. B.P. gr. 1.25 


Rasprin TABLETS disintegrate in the mouth so quickly Cale. Card. BP... .. gr. 0.875 
Acid. Cit. B.P. (Ersic). gr. 0.125 


that a child cannot choke with them. 


Every 10 Rasprin tablets are packed in a plastic vial, Professional samples and 
so that the maximum amount of aspirin in any one con- literature gladly supplied on | 
-. request to the manufacturers | 
tainer is 124 grains. E.G.H. LABS 
Rasprin is not advertised to the lay public, and may PERU STREET, SALFORD, 3 
be prescribed on Form E.C.10. Basic N.H.S. price is 4d. LANCS 
per vial of 10 tablets—exempt from Purchase Tax. 


Where Medical Practitioners 
find Specialists in 


NON- CANCELLABLE 

SICKNESS & ACCIDENT 
INSURANCE 


3K LIFE ASSURANCE 
3{ PERSONAL PENSION POLICIES 


When you are BUYING A NE W CAR ask for details 
WRE PURCHASE SCHEME of the 
NESS FINANCE CORPORATION LTD. 


Please write for particulars, mentioning this advertisement. 


MEDICAL SICKNESS ANNUITY 
AND LIFE ASSURANCE SOCIEFIY 


3 CAVENDISH SQUARE - LONDON - W.! 


(Telephone LANgham 299! 
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For 40 years 


has been used successfully in the treatment 
of ASTHMA and CHRONIC BRONCHITIS and 
may be prescribed on N.H.S. Form E.C.10 


* Eupinal ’’ contains lodine and Caffeine combined in a most 
elegant and effective form. 

In chronic Bronchitis “ Eupinal’’ softens the tough accumu- 
lated mucus in the bronchial tubes and allows it to be more 
readily expectorated. In Asthma it possesses a more 
markedly soothing effect, lessening the frequency of attacks 
and reducing their severity and duration, and relieving 
breathlessness. ‘* Eupinal '’ contains no poison and is safe 
in use. 


A PRODUCT OF 


OLDBURY BIRMINGHAM 
Phone : BROadwell 1355 


THE WELL-KNOWN ANTISEPTIC 
AGAINST 


GRAM-NEGATIVE ORGANISMS 


Sole Distributors for the United Kingdom 
SAMUELSON & CO 
CRUTCHED FRIARS, LONDON, E.C.3 
Telephone : ROYAL 2117/8 


About baby feeding- 


HOW HEINZ STRAINED FOODS HELP 


Youcan confidently recommend Heinz Strained 
Foods to mothers with young babies. They help 
to give the baby a fully balanced diet and offer 
convenience, with ease of preparation. 

Heinz use the freshest vegetables and fruits. 
They cook and strain them under the most care- 
fully controlled conditions, more hygienically 
than most mothers can, and with greater reten- 
tion of food values. 

For full details of the nutrient values of the 
19 varieties of Heinz Strained Foods, write to 
Dept. 2S, H. J. Heinz Company Ltd., Harlesden, 
London, N.W.10. 


“HEINZ 
Strained Foods 


MEAT BROTHS - SOUPS - VEGETABLES - SWEETS - CEREAL 
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HOLIDAYS FOR DOCTORS 


AND ALL ENGAGED IN THE MEDICAL PROFESSION 
at substantially reduced rates 
ON THE CONTINENT AND THROUGHOUT THE HOMELAND 


WESTMINSTER, one of the"largest independent holiday organisations in Eu » are providing holidays for Doctors and those’ engaged{in the 
medical profession generally—AT. VERY SUBSTANTIALLY REDUCED CHARGE Here is a world wide travel service completelyJat = service. 


SPECIAL DISCOUNTS FOR YOU AND YOUR FAMILY 
HOLIDAYS ABROAD from £14.19.0. IN THE HOMELAND from 15} gns. CONTINENTAL COACH CRUISES from 25 gns. 


WORLD-WIDE TRAVEL SERVICE BY SEA, LAND & AIR 
RESERVATIONS AND SERVICES PROVIDED AT SPECIAL RATES 
Send for our asecent brochures and our ae. MEDICAL DISCOUNT VOUCHER ENTITLING YOU AND YOUR FAMILY TOJSUBSTANTIAL 
UCTIONS in all West abroad and in the homeland (please state whether Continental or British). 
WESTMINSTER TOURING ASSOCIATION LIMITED. Medical Department, L/3 
WEST END OFFICES: 38/39 PARLIAMENT ST., WHITEHALL, LONDON, S.W.!I. Phone: TRAfaigar 1151 (4 lines) 
HEAD (OFFICE: 92 VICTORIA STREET, LONDON, S.W.i. Phone: ViCtoria 6301 (5 lines) 


NABATOFF’S INTRALUMINAL VEIN STRIPPER Persistent ITCHING 


Flexible shaft 36-in. long, threaded both ends | to relieve | 
4 interchangeable acorns Dry Eczema P Vulval Irritation 
Simple Rash Haemorrhoids 
either end Ivy Poisoning Varicose Ulcer 
it’s a good time to try soothing Resinol Oint- 
_ment. Clinical tests and 60 years’ use have 
demonstrated the effectiveness of this bland, 
lanolin - rich, medicated ointment. From 
all chemists. 


RESINOL ino soar 


| Full particulars from J. M. CURRY Agent for 
| THE RESINOL CO., 12, FIT ‘STREET, LONDON 


QUEEN wW 


Non Allergic 
BEAUTY PRODUCTS 


THE SAFETY FACTOR IN 

EVERY DAY MAKE-UP 
Queen beauty products form a complete range 
of toilet and beauty preparations, including 
lipsticks, specially for those women who 
have sensitive skins. Queen products con- 
tain no orris in any form, nor any other 


DOWN BROS. and MAYER & PHELPS LTD. || || AND ARE RECOMMENDED 


Surgical Instrument Makers 50. Wigme = Croydon, 
other chemists. 
HEMISTS LTD. 
32-34, New Cavendish Street, London, W.! St., London, W.C.1 


CHISWICK HOUSE 
CONTINENTAL 
HOLIDAYS 


Private Nursing Home for Mental and Nervous illness. 
By AIR, COA CH or RAIL All orsernatit forms of treatment. Two country houses in adjoining 
Not prod ced but with grounds of 5 and 6 acres cespectively, 12 miles from London, 
ot mass U ‘Trains every 15 minutes from Baker Street to Piuner, 
individual attention to both travel and hotels DOUGLAS MACAULAY, M.D., D.P.M. 
Before you decide, see our Booklet 
me all European countries. SPRINGFI ELD HOU SE 
Near BEDFORD 
BUSINESS AND HOLIDAY TRAVEL. LTD. Phone: Beprorp 3417 , 
GRAND BUILDINGS >| | For MENTAL CASES (including the aged) 
. Fees fi Nine Guineas per week 
TRAFALGAR SQUARE, W.C.2. For forms of I ay eg apply to the Resident Physician, 
Telephone: WHitehall 4114/5. W. Bower. 
INTERVIEWS IN LONDON BY APPOINTMENT. 
41 
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ST. ANDREW’S HOSPITAL 
NORTHAMPTON 
PrEsIDENT: THE EARL SPENCER 
MEDICAL SUPERINTENDENT: THOMAS TENNENT, M_D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situate a in 130 acres : of park and p ple asure ‘are grounds. Voluntary patients, who are suffcring from 
incipient mental d:sorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patienta 
of both sexes are received for treatmeut. Careful clinical, biochemical, bacteriological, 4 pathological examinations. VDPrivate 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, inc luding 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical Baths, Plombiéres tre atment, 
etc. There is an_ Operating Theatre, a Dental Surgery, an X-ray Room, . Ultraviolet Apparat us and a Department for 
Diathermy and High-frequency treatment. It also contains Laborato ries for biochemical, bacteriological, and ological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branc |; establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Lianfairfechan, amidst the finest 
eeenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the scashore. There 
is trout-fishing in the park. 


At al! the branches of the Hospital there are cricket grounds, football and hockey unds, lawn tennis courts (grass and hard 
eourts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen ) ran their own gardens, and facilities are 
provided for handicrafts, such as carpentry, ete. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4364 (3 lines)), whe 
ean be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, OARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physiccans—BERTHA M. MULES, M.D., B.S ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


HEIGHAM HALL, NORWICH BOWDEN HOUSE 
PRIVATE MENTAL HOME for Nervous and Mental iliness. All types HARROW-ON-THE-HILL, MIDDLESEX 
of treatment carried out. Ac d for Alcoholics and Addicts | Established in 1911 , sad __, Tel: BYRon 1011 & 4772 
available. Special Geriatric Unit now open. Fees from 7 gns. per week (incorporated fotian nat qureied on for pret) 
ve rding to requirements. A private clinic fer the treatment of the neuroses and nervous 
disorders by psychotherapy and all modern pliysical therapies. 
Apply to Dr. J. A. SMALL elephone : Norwich 20080 Apply: MepicaL Direcror 


THE MEDICAL PROTECTION SOCIETY tiirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


Vacancies 
en AND EDUCATIONAL Page | Newcastle R.H.B. Reg. 52 | CHEST AND TUBERCULOSIS 
Cornwall. Sr. H.C 5 sondon Chest, E.2. 
Reg. 16 Purley, Surrey. P. ‘Clin. Asst. 53 Abergele Chest. ae: H.M. 
Charing Cross, W.0.2. ‘Locus anes. i¢| Shrewsbury. Reval Salop Infy. Baenaler Chest Service, 
Hops. for Diseases of the Chest & south Cheshire H.M.C. Sr. HMO. 
ddlesex Hosp Sr. eg 
Hosps, for ‘Diseasse of the Chest & Torbay” Sr. $4) Godalming. (ing Georee,Y Hosp. be 
Ireland Hospe. Auth.” P.-t. Harefield, Middx. Reg 51 
tina: .. 47 Cons, . . .. 46] Malvern. St. Wulstan’ Jr. H.M.O.. 52 
North West Met. R.H.B. Reg. 47 ASUALTY DERMATOLOGY 
Paddington Gen., W.9. Sr. H.O. 47] Central Middlesex, N.W.10. P. -t. Sr. 
Queen Charlotte's & Chelsea Hosps. Brighton. Royal Sussex County. Jr. Reg 46 
Sr. H.O. we 47 ). United Hosps. Reg. . 
Royal National T.N.& E., W. Reg. 47 Dudiey, Stourbridge & Dist. Sr. = 50 | Northampton Gen. H.O. 4 a 
Whitti ington, N.19. Reg. 48 | Hertford County. Sr. H.O. 51 
Birmingham. Dudley Toad. ‘Sr. H.0. 48] Hitchin. Lister. H.O. 51 | EAR, NOSE, AND THROAT 
Bournemouth. Royal Victoria. Sr. Ipswi - h & East Suffolk. Locum sr. Hosp. for Sick Child., we. 1. Ewe ae 
+ H.¢ 51 | Metropolitan E.N &T., W.8. H.O... 47 
Bradford. St. Luke’s. Sr. H.O. .. 49 Slough. ‘Upton. Sr. H 54 | St. James’, S.W.12. Reg... -- 47 
Cheltenham Group H.M.C. Sr. H.O... 50 | Southampton. Royal ath’ Hants. Brighton & Lewes -M.C. Group 
R.H.B. Reg. .. Sr. H.0. - & osps. Sr. H.O. & 
Manchester R.H. B Sr. H.M.O.’s .. 45 Southport Gen. Inty. Jr. H.M.O. 54‘ Lancaster. Beaumont. Sr. H.0. .. 52 
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Manchester. sr. H.0. 52] ORTHOPADICS SURGERY 
Oxford R.H.B. Reg.. , 52] Charing Cross, W.C.2. Sr Reg. .. 46] German, E.8. Pre-reg. H.O. .. se, 
Salisbury Gen. Reg 53] Whipps Cross, E.11. Pre-reg. H.O.. 48] Hosp. for Sick Child., W.C.1. ‘Sr. H.0. 48 
Scotland. Western Ri. H.B. P.-t.Cons, 45] Beve rley. Westwood. H.O, ad Locum North Middlesex, N.18. HO. 47 
Welsh R.H.B. Locum Cons.. 45 Sr. H.O. or H.O. ‘ 49} Queen Charlotte’s & Chelsea Hosps. 
Wolverhampton Royal. Pre-reg. H. Oo. 55] Birmingham R.H.B. Reg. 49 Sr. H.O. 47 
Birmingham United Hosps. R. B. South London Hosp. “for Women & 
GERIATRICS  P.-t. Cons, 45 Child., 8.W.4. H.O 
Abe new Gen. Hosps. B.O.M. Sr. Doncaster Royal Infy. Reg.. 50 Andrew’s, E.3. Sr. 
H.¢ .. 48] Guildford. Royal Surrey ‘ounty. . Ann’s Gen., N.15._ H.O. .. 
Carditt. ‘St. David’s. Sr. H. 0. es 50 H.O. 50 St: Giles’, S.E. 3. H.O. 
Orpington, Kent. Sr. H.O. .. 53] He xham Gen. Jr. H.M.O. & ‘sr. H.O. 51 Mary’s, W.2. P.-t. Sr. H. 0. oe 
Ipswich & East Suffolk. Sr. H.O. .. hittington, N. 19. H.O. 
INFECTIOUS Lane Royal Infy. Locum Reg. 52] Aberystwyth. Gen. Sr. H.O. 
Eastern (Fevers), E.9. H.O. 46| Leeds R.H.B. Regs. .. 51| Alton Gen. Sr. H.O... ai os ee 
Cambridge United Hosps. Se. 0. Leeds nited Hosps. Reg. & Sr. Ashford, Middx. H.O. 
Ipswich. St. Helen’s. H.O. 51 H.O. ' - 51] Banff. Chalmers. Sr. H.O. 48 
Lincoln. St. George’s. ‘Reg. North Devon Infy. Pre- 
MEDICINE Rotherham. Reg. 53 reg. | 
Central Middlesex, N.W.10. H.O. .. 46] Shrewsbury. Salop Infy. Sr. Clatterbridge. H. 49 
Dulwich, S.E.22. H.O. H.O. 54] Bedford Gen. H.O. 49 
London, E.1, & North East Met. Southampton. Royal ‘South Hants. Birmingham United Hosps. H.O... 49 
R.H.B. Sr. Reg. 47 H.O. 54] Bishop Auckland. Gen. H.O 49 
South London Hosp. for Women & Stoke-on- Trent. North Staffs Royal : Bournemouth. Royal Victoria. H.O. 49 
Child., S.W.4. Sr. H.O. . _— Infy. H.O 54| Brighton. Royal Alexandra Hosp. 
University Goilege Hosp.,° W.C.1. Welsh R.H.B. Regs. 55] for Sick Child. H.O. .. 
.. Winchester. Royal Hants “County. Brighton. Royal Sussex County. 
S.W.1. ‘Sr. Reg. Sr. H.O. ee 55 H.O.’s -- 
Bournemouth Christchurch. Pre- Bristol. | Southmead Gen. Hosp. 
reg. H 40] Fountain Group 124.0. Jr. 1.34.0. 46] 
Sic 1 . Chichester. Royal West Sussex. H.O. 50 
Bristol Hosp. 49 | Edgware Gen. H.O. 50] Crewe & Dist. Mem. Pre-reg. H.O... 50 
50] Nottingham Gity. St. 11.0. 53| Croydon. Mayday. Locum Cons... 45 
Doncaster H.M.C. Sr. H.0._. 50 Shem d United Hosps. Reg. or sr. 53 | Driffield. East Riding Gen. 50 
Glasgow. Southern Gen. Sr. H.O. 501] warri Gen. &. 20. 34 | Dudley. Stourbridge & Dist. sr. 0. 
Huddersfield. St. Luke’s. Jr. H.M.O. 51 Ware Gei BO: Ml BO. 50 
Ipswich & East Suffolk. Pre-reg. H. 51 atfor Exeter. Royal Devon & Exeter, H.O. 50 
anchester R.H.B. Reg. 32 Windsor. King Edward VII. Reg. . 541 Harefield, Middx. Pre-reg. H.O 51 
York. County, City & Yearsiey Hasti St. Helen’s. Pre-reg. H.O. 
Newcastle R.H.B. Reg 52 ngs. reg 51 
Plymouth. South ‘Devon “& East Bridge Hosps. Sr. H.O. - 55) Hemel Hempstead. West Herte. Pre- 
Cornwall. Sr. H.O.. .. 53] PATHOLOGY reg. H.O. 61 
Rhyl. Royal Alexandra. H.O. 53] St. Mary’s, W.2. Sr. H.O. Hitchin.” Lister. 1.0. 51 
Scotland. South-Eastern R.H.B. Beverley. Westwood. Sr. H.0. |. 49] Hove Gen. Sr. H.O. & Pre- reg. H. 0. 50/51 
u ingston Gen. Sr. 
South-Eastern United Hosps. Reg. & Hull: Victoria Hosp. for Sick Child. 
Scunthorpe. War Mem. Roc hford, Essex. Gen. Sr. H.O... 53 
H.O. or Sr. H.O. .. 53| Rotherham Clinical Lab. Reg... 53| 1pswich & Bast Suffolk. H.O. 51 
St. Albans City. H.0. . 54] Welsh R.H.B. Locum Cons. 46] H.O. 51 
Stoke-on-Trent. City Gen. 54 Leeds R.H.B. Reg. .. $1 
U.S.A. Holzer Clinic, Gallipolis, Ohio. PLASTIC SURGERY Leicester Gen. Reg. .- +» $1 
Preceptor. .. 46| East Grinstead. Queen Victoria. H.O. 50] Liverpool R.H.B. Tio 
Sheffield United Hospe. Sr. if 53] Liverpool United Hospe. H.O. .. 52 
National Hosps. for Nervous Diseases. Sr. H.O. M : 
anchester R.H.B. Regs. 
NEUROSURGERY Fountain Group H.M.< . H.M.O. 46] Oxford United Hosps. Locum Sr. Reg. 53 
Whittington, N.19. Reg. My -. 48] Friern, N.11. Sr. H.O. eo -. 46] Oxford Univ. & United Hosps. Sr. 
Abergavenny. Pen-y-Va r. A. Plymouth. South Devon & East 
OBSTETRICS AND GYNZCOLOGY Birmingham R.H.B. & United Heaps. Cornwall. Pre-reg. H.O. 53 
Hosp. for Women, W.1. Sr. H.O. Sr. Reg. 49] Portsmouth Group H.M.C. ‘Sr. H. 0. 
Lambeth, S.E.11. 47| Birmingham. “St. Margaret's. “ir. & Pre-reg. H.O. 53 
London, E.1. Reg. .. 46] H.M.O. .. 49] Redhill. Hast Surrey. ‘Sr. H. 0. 
Marie Curie, 47] Bury & Rossendale H.M.C. Jr. , | Romford. Oldchureh. H.O... 
North Middlesex, N. 18. H.O. & Pre- H.M.C . -. 49] Romford. Victoria. H.O. . 53 
reg. H.O. . 474) ambridge United Hosps. & East Scunthorpe War Mem. Pre-reg. H.O. 
Plaistow Maternity, E.13. H.O. 47| _ Anglian R.H.B. Sr. Reg 50] or Sr. H.O. 53 
Queen Charlotte’s '& Chelsea Hosps. eg Crichton Royal! Mental. Shrewsbury. Royal Salop Infy. Cop: 
Sr. H.O. 47 H.O. 50] thorne. H.O. 54 
Queen Mary’s Hosp. for the East Bast Anglian R.H.B. Regs. .. 50] Slough. Upton. Locum H.O. 54 
End, E.15. Sr. H.O. 47| Hornchurch. St. was. "Temp. Stoke- -on-Trent. City Gen. Pre-reg. 
South London Hosp. for Women & Reg. . . 51 1.0. 54 
Child., S.W.4._ H.0. 47| Leeds R-H.B. Regs 51 Trent. North Stafts Royal 
Thorpe Coombe Maternity, E.17. H.O. 48] Lichfield. St. Matthew’ 8. Jr. M.O. 52 Infy. Pre-reg. H.O. 54 
Westminster, S.W.1. Reg. 48} Lincoln. Lawn. Jr. H.M.O. 52] Swansea. Sr. H.O. 54 
Birmingham. Mattos Green Maty. Booth Hall Child's. Peace Mem. & Shrodeils 
H.O. 49 Re 52 Hosps. Reg.. 
Birmingham. Sorrento Maternity. Manchester. Prestwich (Mental). Jr. Welsh ‘Locum Sr. Reg. 54 
49 
Bristol Clinical Area. Cons... 45| North East Met. R.H.B. Sr. H. ~’ 0. 45| THORACIC SURGERY 
Bristol. | Southmead Gen. Hosp. Scotland. Western R.H.B. Reg. .. 54] Hosp. for Sick Child., W.C.1. Sr. Reg. 48 
Group M.C. Sr. H.O. .. 49] St.Albans. Hill End. Sr. Reg. 54] Tikley. Middleton. Sr. H.O. 
Bury & Rossendale H.M.C. Pre-reg. St. Albans. Shenley. Sr. H.O. 54] Leeds United Hosps./R.H.B. Reg... 52 
H.O. .. Bridge, Essex. Claybury. __| Sully, Glam. Sr. H.O.. 54 
Cardiff. St. David’s. H.O. |: -. 50 Sr. H. 99 TW Royal. -reg. 
Doncaster. Western. Sr. H.O. or Worcester. Powick. Jr. H.M.O. .. 55] H.O. 
Pre-reg. H.O. RADIOLOGY 
Exeter Clinical Area. P.-t. Clin. Asst. 50 > U Y 
Gen. Pre-reg. H.O. or Sr. pe Birmingham R. R.H.B. & United Hosps. Leeds United Hosps. H.O. .. 
Manchester United Hosps. Sr. H.0. Leeds Cons. sr. PUBLIC APPOINTMENTS 55 
Newcastle Gen. H.O. 52] we =| GENERAL PRACTICE 56 
Purley, Surrey. P.-t. Clin. Asst. .. 53 Ree. P.. t Cons. 
Reading Combined Hosps. H.O. 53} North Bast Met. Cons: 43] NON-MEDICAL 56 
St. Asaph. Prahran. Deputy Director 46 
OPHTHALMOLOGY RADIOTHERAPY The Terms and. Conditions of Service of 
St. James’, S.W.12. P.-t. Reg 48] St. Thomas’s, S.E.1. Reg. or Sr. H.O. 48] Hospital Medicat.and Dental Staff apply to 
Birmingham United B. University College W.C.1. Sr. all N.H.S. hospital posts we advertise, unless 
P.-t. Cons . 45 Rer. . .. 481] otherwise stated. Convassing diequalt es, but 
Sheffield United Hosps. Reg. 53| Western Australia. “Royal Perth. candidates may normally visit the hospital 
South East Met. R.H.B. P.-t. Cons. 45 Sr. Staff Radiotherapist .. .. 461 by appointment. - 
48 


4 | 


THE LaNceET] 


THE LANCET GENERAL ADVERTISER 


[Marcu 23, 1957 


Academic and Educational 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 


LESLIE CHARLES HILL, Esq., 1 M.D., F.R.C.P., wilt deliver the 
LUMLEIAN LECTURES On TUESDAY, 3np, and THURSDAY, 4TH 
APRIL, 1957, at 5 P.M., at the College, Pall Mall East, 8.W.1. 

Subject : ‘“ Systemic Lupus Erythematosus.”’ 


Any member of the medical profession admitted on presenta- 
tion of card. By order of the President. 
HAROLD BOLDERO, Registrar. 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 


SURGERY LECTURES AND CLINICAL CONFERENCES, APRIL, 1957 
A Course of 24 Surgery Lectures, with 10 Clinical Conferences 
at certain selected hospitals. will be held from Lst to 18TH APRIL, 
1957. Only a limited number of students can be accepted for 
the Clinical Conferences. 

Fees : Whole course—£15 15s. 

Lectures only—£10 10s. 

Single Lecture—10s. each. 

Applications, accompanied by a cheque for the appropriate 
fee, should be sent to Mr. W. F. Davis, Deputy Secretary, 
Royal College of Surgeons of England, Lincoln’s Inn-fields, 

C.2, from whom further information may be obtained (Tel. : 
HOL born 3474). 

UNIVERSITY OF LONDON 
INSTITUTE OF ORTHOPEDICS 
COURSE ON SURGERY I IN PARALYTIC DISORDERS 
4TH-6TH APRIL, 1957 
PROVISIONAL PROGRAMME 
Reconstruction of paralysed upper limb ..Mr. D. M. Brooxks 
Reconstruction of paralysed lowerlimb ..Mr.J.A.CHOLMELEY 
Surgery in spastic paralysis» .Mr. K. I. Nissen 
Less common neurological disorders of..Dr. P. H. SANDIFER 
orthopedic interest 

Pott’s paraplegia és H. J. SEDDON 
paraplegia Mr. J. N. WIL80N 

The fee for this course (including Junch and tea) is 3 guineas. 

Early application should be made to the Dean, at 234, Great 
Portland-street, London, W.1. 

UNIVERSITY OF LONDON 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
INSTITUTE OF NEUROLOGY 
(Queen-square ) 


2 COURSES OF CLINICAL DEMONSTRATIONS open to Post- 
graduates, will be held at The National Hospital, Quee n-square, 
On WEDNESDAYS at 4 P.M., from 3RD APRIL to 19TH JUNE, 1957, 
inclusive, and on SATURDAYS at 10.30 a. M. from 6TH APRIL to 
29TH JUNE, 1957, inclusive. 

The fee for attending either of these courses is 2 guineas. 

Application for a ticket should be made to The Dean, Institute 
of Neurology (Queen-square), The National Hospital, Queen- 
square, W.C.1, and a remittance to cover the fee enclosed. Only 
postal applications will be considered. 

UNIVERSITY OF LONDON 


A LEcTURE on “ The Mechanism of Histamine Release "’ 
will be given by Prof. BérJe UvNAs (Karolinska Institutet, 
Stockholm ) at 5.30 P.M. on 28TH MARCH at St. Thomas’s Hospital 
Medical School, Albert-embankment, 8.E.1. 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. 
MANCHESTER UNIVERSITY 


A SHORT INTENSIVE COURSE in the PRACTICE OF INDUSTRIAL 
MEDICINE will be held in the Department of Occupational 


Health, Manchester University, commencing MONDAY. 27TH 
MAY to SATURDAY, IST JUNE, inclusive. Numbers will be strictly 
limited. Registration fee £5 5s. 


Applications should be sent to the Secretary, Nuffield Depart- 
ment of Occupational Health, Clinical Sciences Building, York- 
place, Manchester, 13, from whom further particulars may be 
obtained. 

FACULTY OF ANASTHETISTS 
of the 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
EXAMINERSHIPS 

The Board invite applications for the following Examinerships 
or submission to the Council of the College :— 

FELLOWSHIP IN THE FACULTY OF ANASSTHETISTS 
PRIMARY EXAMINATION 
Number to be 


elected 


FINAL EXAMINATION 

§Anrsthetics. 

*Applicants must hold a medical ‘qualification seutatantlty in 
this country. 

tApplicants must hold a higher degree or diploma in Medicine. 

tApplicants must be Fellows of the College. 

§Applicants must be Fellows in the Faculty. 

Forms of application may be obtained from Mr. W. F. Davis, 
Secretary, Faculty of Anssthetists, Royal College of Surgeons of 
England, Lincoln’s Inr-fields, London, W.C.2, and must be 
returned to him by 8th April, 1957. 

W. F. Davis, Secretary, Faculty of Anesthetists. 
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THE MIDDLESEX HOSPITAL MEDICAL SCHOOL, W.1 


PRIZE IN APPLIED PHARMACOLOGY 

The EXAMINATION for this annual prize, value 25 guineas, will 
consist of a 3-hour Paper and a Viva. 

Candidates must be ex-students of the School who have 
obtained their first registrable medical qualification at least 3 
months and not more than 15 months before 30th April, 1957. 

The Paper will be written at The Middlesex Hospital Medical 
School on 7th May, 1957. 

Candidates are required to submit their names in writing to 
the Dean not later than Tuesday, 23rd April, 1957. 

INSTITUTE OF BASIC MEDICAL SCIENCES 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
(UNIVERSITY OF LONDON) 
LECTURES AND DEMONSTRATIONS IN ANATOMY, PHYSIOLOGY AND 
PATHOLOGY, SEPTEMBER-DECEMBER, 1957 

A full-time Course of Lectures and Demonstrations in the 
above subjects will be held at the Institute from 16TH SEPT- 
EMBER to 20TH DECEMBER, 1957. Applications for this Course 
will be — limited. 

Fee : £63. 

Closing date for applications : Friday, 5th April, 1957. 

Further information may be obtained from Mr. W. F. Davis, 
Secretary, Institute of Basic Medic al Sciences, Royal College of 
Surgeons, Lincoln’s Inn-fields, W.C (Tel. : HOLborn 3474). 

INSTITUTE OF DISEASES. OF THE CHEST 
CONSULTANTS’ CONFERENCE 

A Consultants’ Conference will be held at the Institute from 
8TH to 12TH JULY. 

Sth and 9th July : Sy mposium on ** Applied Anatomy of the 
Broncho-Pulmonary Tree.’ 

10th July : Informal demonstrations. 

llth and 12th July : Symposium on “‘ Some Immunological 
Problems in Tuberculosis.’’ 

Further information and detailed programmes can be obtained 
from the Dean, Institute of Diseases of the Chest, Brompton, 
London, S.W.3. Application may be made to attend for the 
whole week or for either of the 2 symposia. The Conference is 
intended for those of Consultant or eqi.valent status. 

NAPT 
‘HITIS, WEDNESDAY, 29TH MAY, 
Science Building, York-place, 


SYMPOSIUM ON CHRONIC BRON, 
1957, 3.30-6.30 P.M., Clinical 
Manchester. 

Admission by ticket only, 10s. each (including afternoon tea 
and sherry), from National Association for the Prevention of 
Tubere ulosis, Tavistock House North, London, W.C. 

SOCIETY OF APOTHECARIES OF LONDON 


DIPLOMA IN INDUSTRIAL HEALTH 

The next Examination will begin on MONDAY, 18T JULY, 1957 
The following Examination will be held in Dece mbe r, 1957. 

For Regulations apply Registrar, Apothecaries’ Hall, Black 
Friars-lane. London, F.C 
UNIVERSITY OF BIRMINGHAM. Faculty of Medicine. 
Applications are invited for the post of LECTURER IN 
MEDICINE (Grade II—Clinical) with clinical duties in the 
Medical Professorial Unit of the Queen Elizabeth Hospital. 
Interest in and experience of research in cardio-respiratory 
problems is desirable. Salary according to qualifications and 
experience in the range £700—-£€1700. 

Applications (6 copies), together with the names of 3 referees, 
should be sent not later than 20th April, 1957, to the Assistant 
Registrar, Medical School, Birmingham, 15, from whom further 
particulars may be obtained. ae 
UNIVERSITY OF BIRMINGHAM. Faculty of Medicine. 
Applications are invited for the post of LECTURER IN 
PHYSIOLOGY at a salary according to qualifications and 
experience in the range £550-€1700 p.a. Applicants should be 
graduates in medicine or science and should have had post- 
graduate experience in some branch of physiology. 

Applications (6 copies), together with the names of 3 referees, 
should be sent not later than 15th April, 1957, to the Assistant 
Registrar, Medical School, Birmingham, 15, from whom further 
particulars may be obtained. 

March, 1957. 

THE UNIVERSITY OF MANCHESTER. Applications 
are invited from candidates with medical qualifications registrable 
in this country, for the post of ASSISTANT LECTURER or 
DEMONSTRATOR IN PATHOLOGY. Previous experience 
in pathology is not essential. Duties will consist of teaching 
and of participation in the morbid anatomy service of Manchester 
Royal Infirmary. Opportunities will be available for research. 
Salary scale p.a. attached to the posts: #£700-£100-£1100. 
Initial salary and status according to qualifications and experi- 
ence. Membership of children’s allowance scheme and, in the 
case of an Assistant Lecturer, of F.S.S. 

Applications should be sent not later than 1st April, 1957, to 
the Registrar, the University, Manchester, 13, from whom further 
particulars and forms of application may be obtained. 
UNIVERSITY OF ABERDEEN. Applications are invited 
for the post of LECTURER IN MENTAL HEALTH, with 
status of Clinical Assistant in the Aberdeen teaching hospitals, 
in particular the Department of Psychological Medicine, 
Aberdeen Royal Infirmary. Salary on scale (b) £1100-£1500, 
with placing according to qualifications. F.S.8.U. and children’s 
allowance. Part of removal expenses refunded. 

Conditions of appointment and forms of application should be 
obtained from the Secretary, The University, Aberdeen, with 
whom applications (15 copies), should be lodged not later than 
lith April, 1957. Applicants outside the British Isles may 
submit 1 copy of application. 
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THE UNIVERSITY OF LEEDS. Department of Pathology. 
Applications are invited from candidates with medical qualifica- 
tions registrable in this country for appointments as :— 

@ (a) SENIOR LECTURER IN PATHOLOGY. 

(b) LECTURER or DEMONSTRATOR IN PATHOLOGY. 
Salaries according to qualifications _. experience op scales 
£1850-£100-£2400 (Senior Lecturer) £1100-£100-£1700 
(Lecturer) or £700-£100-£900 (Demonst tor). Duties will 
include teaching and research, and autopsies and surgical biopsies 
for the General Infirmary at Leeds (adjoining the Institute of 
Pathology). Candidates who have held University posts in 
anatomy, physiology or biochemistry would be favourably 
considered for appointment as Lecturer or Demonstrator, special 
experience in pathology not, in such instances, being essential. 
The successful candidates will be expected to take up their 
duties as soon as possible. 

Applications (3 copies), which should include mention of 
research experience and interests and give date of birth, quali- 
fications, experience and names of 3 referees, should reach the 
Registrar, The University, Leeds, 2 (from whom further particu- 
lars may be obtained), not later than 30th April, 1957. 
UNIVERSITY OF EDINBURGH. Department of Bacteri- 
oOLoGY. Applications are invited for the post of LECTURER 
in the Department of Bacteriology. Salary scale £700-£100-— 
£1100 ; Bar : £1200-£100-£1600 p.a., with placement according 
to qualifications and experience, and with superannuation 
benefit and family allowance where applicable. 

Further particulars may be obtained from the undersigned, 
with whom applications, giving the pesees of 2 referees, should be 
lodged, not later than 10th April, 

CHARLES H. STEWART, Reapeteey to the University. 
UNIVERBITY “OF GLASGOW. Applications are invited 
fora LECTURESHIP IN BACTERIOLOGY. Salary accordin 
to placement on University scale for clinical teachers. The fina 
maximum is £1750 p.a. .8.8.U. and family allowance benefits. 

eS ge (12 copies) should be lodged, not later than 20th 
April, 1957, with the undersigned, from whom further particulars 
may, be obtained. 

Rost. T. HUTCHESON, Secretary of University Court. 


Hospital Services : Senior Appointments 


BIRMINGHAM (SANATORIA) GROUP. Whole-time 
ASSISTANT CHEST PHYSICIAN (£1575-£2025 p.a.). Duties 
at Romsley Hill Hospital, Halesowen, Birmingham (133 Beds), 
Tuberculous Diabetic Unit (25 Beds), and Birmingham Chest 
Clinic. Resident. Single accommodation only. 

' Applications (15 copies), stating name, age, nationality, 
present and previous appointments and details of 3 referees, to 
Secretary, Regional Hospital Board, 10, Augustus-road, 
Birmingham, 15. by 22nd April, 1957. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS AND THE BIRMINGHAM REGIONAL HOSPITAL BOARD. 
ications invited for the joint of Part-time 

ULTANT OPHTHALMIC SURGEO The appointment 
will be held on the basis of 5 notional half- oo weekly, 2 notional 
half-days in the United Hospitals (duties at the Children’s 
Hospital) and 3 notional half-days in the Birmingham (Dudley 
Road) Group (duties at the Birmingham Eye Hospital). The 
successful candidate may be required to undertake postgraduate 
studics in other approved centres either in this country or 
abroad, for which purpose a Fellowship will be available which 
will include travelling expenses, subsistence allowance, and a 
basic salary. 

Applications, naming 3 referees, must be submitted on a form 
to be obtained from the Secretary to the Board of Governors, 
Queen Elizabeth Hospital, Birmingham, 15, and returned by 
20th April. 1957.00 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS AND THE BIRMINGHAM REGIONAL HOSPITAL BOARD. 
ADP invited for the of Part-time 

CONSU LTA ORTHOPZD AND CASUALTY AND 
Tr AUM “Tie SURGEON. The Me will be held on the 
basis of 8 notional half-days weekly, 4 notional half-days in the 
United Hospitals (casualty and traumatic duties at the General 
Hospital) and 4 notional half-days at the — Orthopedic 
Hospital, The successful candidate may be 
required to undertake postgraduate studies in other approved 
centres either in this country or abroad, for which purpose a 
Fellowship will be available which will include travelling expenses 
and subsistence allowance and a ic salary. 

Applications, naming 3 referees, must be submitted on a form 
to be obtained from the Secretary to the Board of Governors, 
Queen Elizabeth Hospital, Birmingham, 15, and returned by 
20th April, 1957. 
BRISTOL CLINICAL AREA. South-Western Regional 
HOSPITAL BOARD. Applications are invited for 2 appointments as 
CONSULTANT OBSTETRICIAN AND GYNZECOLOGIST in 
the Bristol Clinical Area, the duties mainly at Southmead 
Hospita), Bristol. The appointments may be held either on a 
whole-time or maximum (9 sessions) part-time basis. The 
successful candidates, who will have charge of beds at this 
Hospital, will also visit other hospitals in the Clinical Area as 
determined by the Regional Board from time to time. 

Applications (12 copies), stating date of birth, qualifications 
and experience, together with the names and addresses of 2 
referees, should be sent to the Secretary of the Regional Hospital 
Board, . Tyndalls Park-road, Bristol, 8, not later than 13th 
CROYDON. MAYDAY HOSPITAL. (611 Beds.) Croydon 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum Tenens 
CONSULTANT SURGEON (full-time) required for the period 
24th April-20th May, 1957, both dates inclusive. 

Applications in writing to— 

GEORGE A. PAINES, Group Secretary, 
Hospital Management Committee. 
General Hospital, London-road, Croydon. 


LEEDS REGIONAL HOSPITAL BOARD. Whole-time 
Locum RADIOLOGIST (Consultant or Senior Hospital Medical 
Officer). Duties mainly at Scarborough Group of hospitals. The 
appointment would be for an initial period of 1 month subject 
to further extension. 

Applications, stating age, qualifications and details of appoint- 
ments held showing dates, together with the names and addresses 
of 3 referees, to the Secretary, Park-parade, Harrogate, as soon 
as possible. 

LIVERPOOL REGIONAL HOSPITAL BOARD. Warring 

TON GROUP. Applications are invited for the post of C ‘ONSUL- 
TANT GENERAL SURGEON with duties mainly in the above 
Group and with some duties at Winwick Hospital. The successful 
applicant will work with the existing Senior Surgeons in the 
Group and the appoiutment will be whole-time with the option 
to transfer to maximum part-time service at the end of 3 years. 
Applicants must have wide experience in the specialty and 
possession of a higher qualification in general surgery is essential. 

Forms of application from Dr. T. Lloyd Hughes, —— 
Administrative Medical Officer, Liverpool Regional Hospi 
Board, 19, James-street, Liverpool, 2, to be returned not wood 
than 13th April, 1957. 

VINCENT COLLINGE, Secretary to the Board. 
MANCHESTER REGIONAL HOSPITAL BOARD. 

2 Whole-time or maximum Part-time ASSISTANT ANAS- 
THETISTS (Senior Hospital Medical Officers) as follows :— 

(i) Blackburn and District Group of hospitals (Blackburn 
Royal Infirmary, Queen’s Park Hospital, Blackburn, and Victoria 
Accrington, &c.). 

(ii) Wigan and Leigh and Wrightington Groups of hospitals 
(Royal Albert Edward Infirm Wigan, Leigh Infirmary, 
Wrightington Hospital (includes horacic Surgery Unit), &c.). 

Appointees to live in areas to which appointed. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 4th April. 1957. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Con- 
SULTANT NEUROSURGEON (whole-time or part-time for a 
minimum of 9 notional half-days per week) for Tecs-side Groups 


of hospitals—initially main hospital Hemlington, Middlesbrough 


274 Beds), with approximately 2 sessions per week at Regional 

ntre in Newcastle General Hospital (838 Beds). Unit later to 
be accommodated in a new 180-Bed Accident Wing at Middles- 
brough General Ilospital which will be ready in about 2 years. 
Appointee will be required to do a certain amount of work in 
mental hospitals, and to be available for consultation in the 
southern part of the region. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle unon Tyne, 6. within 28 days. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD 

Full-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer grade), at Lee | Hospital, Woodford B dge, 
Essex. Duties include ~—— clinics at general hospi 
Single accommodation availab 

Part-time CONSULTANT RADIOLOGIST to Tilbury and 
South East Essex Group of hospitals for 4 sessions a week. 

Applications (6 copies), and names of 3 referees, should reach 
114, Portland-place, London, W.1, by Thursday, 

pril. 


SCUTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of a Whole- 
or —— a Part-time CONSULTANT PHYSICIAN to the 
Edinburgh Southern of hospitals. Duties will be mainly 
at the Bruntsfield Hospital for Woman and Children, Deaconess 
Hospital and Longmore Hospital. Further particulars can be 
obtained from the Secretary of the South-Eastern Regional 
Hospital Board. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 3 referces, 
showd be sent to the Secretary, 11, Drumsheugh-gardens, 
Edinburgh, 3. by 20th April. 

AMENDED ADVERTISEMENT 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of CON- 
SULTANT E.N.T. SURGEON in charge of the E.N.T. Depart- 
ment, *Western Glasgow. The appointment be 
part-time on the basis of 7 notional half-days per week. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees Tees, to 
reach the Secretary, Regional Llospital Board, 64, West 
Regent-street, Glasgow, C.2, not later than 30 days after the 
publication of this advertisement. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications ore invited for 2 appointments as 
Part-time CONSULTANT OPHTHALMIC SURGEON, each 
for the maximum of 9 notional halt. -days a week and to both the 
Brighton and Lewes and Mid-Sussex Groups of hospitals. 
Each appointment will include both inpatient work with charge 
of beds and duties at school clinics. Wide experience in the 
specialty, including major ophthalmic surge ry is essential and 
the possession of a higher qualification is desirable. The appoint- 
ments will be in accordance with the terms and conditions of 
service of hospital medical and dental staffs (Kngland and 
Wales). Candidates may visit the hospitals concerned. 

Apply, stating nationality, age, sex, qualifications and 
experience, including details of present appointment and of war 
service, together with the names and addresses of 3 referees, to 
the Secretary, Advisory Appointments Committee, South East 
Metropolitan Regional Hospital Board, 11, Portland- -place, W.1, 
not later than 6th April, 1957. ee artery 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT E.N.T. SURGEON required 
Cacrnarvon and Anglesey area, 8th May—7th June, 1957. 

Applications, naming 2 referees; to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 
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WELSH REGIONAL HOSPITAL BOARD. Additional CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
CONSULTANT ANASSTHETIST, Merthyr and Aberdare RESIDENT HOUSE OFFICER required. General Medical and 


Hospital Management Committee. Based at Merthyr General 
Hospital. F.F.A.R.C.S. essential. Successful applicant would 
be required to reside within a reasonable distance from the 
hospitals served. Optional whole-time/maximum part-time 
appointment. 

Applications (12 copies), naming 3 referees, to Senior Adminis- 

trative Medical Officer, Temple of Peace, Cathays Park, Cardiff, 
within 28 days. 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT PATHOLOGIST required 
Merthyr and Aberdare area immediately for approximately 
3 months. 

Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff 


NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a post as CONSULTANT ANES- 
THETIST to hospitals managed by the East Antrim Hospital 
Management Committee. The appointment will be on a part- 
time basis of 7 half-days of duty weekly, and the terms and 
conditions will be in accordance with the application of the 
Spens report to Northern Ireland. 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44—46, Queen- street, Belfast, and to be returned not 
later than 10th April, 1957. 


AUSTRALIA. ALFRED HOSPITAL BOARD OF 
MANAGEMENT, Commercial-road, PRAHRAN, VICTORIA. Invites 
applications from suitably qualified medical practitioners for 
the appointment of DEPUTY DIRECTOR of Diagnostic 
Radiology, Full-time permanent appointment. Salary at the 
rate of £2750 (Aust.) p.a. with right of private practice within 
the Hospital, the fees from which will amount to not less than 
£750 (Aust.) p.a. A superannuation scheme is available. Further 
— may be obtained from the undersigned. 

Applications accompanied by testimonials and addressed to 
the Manager, will be received until Noon, 20th April, 1957. 

C. G. RANKIN, Manager. 


WESTERN AUSTRALIA. ROYAL PERTH HOSPITAL. 
Applications are invited from holders-of the Diploma of Radio- 
therapy for the full-time post of SENIOR STAFF RADIO- 
THERAPIST. Salary £A3120 p.a. The Senior Staff Radio- 
therapist will work under the over-all direction of a Senior 
member of the Honorary Medical staff, and will be responsible 
for duties of full-time staff; internal management of the 
Department ; training of Technicians ; arrangement of demon- 
strations and provision of radiotherapy teaching material. The 
Royal Perth Hospital is the main teaching Hospital associated 
with the University of Western Australia. It has more than 
600 Beds and is extending. The selected applicant will be 
required to furnish a satisfactory medical certificate and X-ray. 
n addition to all relevant personal details, applications must 
include particulars of qualifications, experience, and the names 
of 2 referees : and should reach the undersigned on or before 
3ist May, 1957. JOSEPH GRIFFITH, Administrator. 


U.S.A. HOLZER CLINIC, Gallipolis, Ohio. Preceptor 
(internal medicine) required at 15-man specialty clinic, located 
in 150-Bed, fully-equipped, non-profit hospital. Functions as 
referral centre serving 100-mile radius. Only community type 
— hospital in area. All major § ecialties represented. 
niversity of Cincinnati active surgical residency affiliation. 
Preceptor works exclusively with 4 Board Certified Internists 
seeing 10,000 patients, 1600 hospitalisations, annually. Active 
teaching programme. Duties include medical clinic emphasising 
complete diagnostic studies and supervised hospital service. 
Unique copersuntty for practical training with private clinic 
and general hospital. 1-3 years medical residency or equivalent 
required. Extremely valuable as practice time while studying 
for Boards or refresher training. 6-36 months appointments. 
Salary $5000—$10,000 considering qualifications. Good housing. 
Starting date open. Travel cost and maintenance to be discussed. 
Reply to JOHN J. SCHWAB, M.D., Department of Medicine. 


Hospital Services : Junior Appointments 


BROMPTON HOSPITAL, S.W.3. 
for the following posts :— 
,ON-RESIDENT HOUSE PHYSICIAN for which there are 
1957. Duties include 
Salary at the rate 


Applications invited 


2 vacancies for 6 months from Ist June, 
work in Outpatient Department and wards. 
of £525 p.a. 

RESIDENT HOUSE PHYSICIAN for which there are 2 
vacancies for 8 months from Ist June, 1957. Duties include work 
in Outpatient Department, wards, Cardiac and E.N.T. Depart- 
ments. Salary at the rate of £525 p.a. 

Applications, stating age, qualifications with dates, nationality. 
and appointments held, together with copies of testimonials, by 
6th April, 1957, to KENNETH A. F. MILES, House Governor. 


BROMPTON HOSPITAL, 8.W.3. Applications are invited 
for the post of ANAZSTHE TIC REGIST R AR (full-time). The 
appointment is for 1 year with eligibility for re-appointment. 

Applications, stating age, qualifications with dates, nationality, 
and appointments held, together with copies of testimonials, by 
6th April, to KENNETH A. F. MILes, House Governor. 


CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
SENIOR REGISTRAR required for 2 or possibly more sessions 
in the Dermatological Department. Previous experience in 
dermatology essential. Post now vacant. Hospital may be 
visited by direct appointment. 


Application forms from, and returnable to, Group Secretary, 


Hospital ssenee ment Committee, at Central Middlesex Hospital, 
by Ist April, 1957. 


Park Royal, N.W.10, 
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gee Department (post-registration). Post vacant 8th 

May, 1957. 

9A PPly with 2 testimonials, to Medical Director by 30th March, 
957. 


CHARING CROSS HOSPITAL, W.C.2. Fuli-time Senior 
REGISTRAR in orthopedic and fracture surgery. Duties to 
commence early in May, 1957. F.R.C.S. (England) desirable. 

Applications, on forms seyneee from the undersigned, to 
be returned by 8th April, 

one = Secretary to the Board. 
CHARING CROSS HOSPITAL, W.C.2. Locum Resident 
FZESTHETIST (post- -registration post). Recognised for the 
Tenable from 5th April to 30th June, 1957. 

ye - ations on forms obtainable from the undersigned by 
29th March, 1957. FRANK HART, Secretary to the Board. 
CONNAUGHT HOSPITAL, Waithamstow, E.17. Clinical 
ASSISTANT required in the Psychiatric Department, for 1 
session per week (Friday afternoon). Salary in accordance with 
re 10 (6) of service conditions—i.e., £175 a year for each 
weekly notional half-d 4 
Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, _“— Group 
Hospital Management Committee, 
DULWICH HOSPITAL, East Dulwich-grove, 
Applications are invited for appointment as HOUSE OFFICER 
(general medical duties, also some neurology and skin beds). 
Recognised for pre-registration purposes. Vacant 2nd May. 

Apply, giving age, qualifications, &c., with copy testimonials 
or names of 2 referees, to Group Secretary, Cambe rwell Hospital 
Management Committee, Dulwich Hospital, S.E.22, not later 
than 8th April, 1957. 

EASTERN HOSPITAL (Fevers), London, E.9. . Registered 
HOUSE PHYSICIAN. Duties may includ’ some work in Chest 
Unit. Facilities for postgraduate study for higher qualifications. 

Applications to Group Secretary, Hackney Hospital, London, 

E.9, by 6th April, quoting EH/ HO. 
FOUNTAIN GROUP HOSPITAL MANAGEMENT COM- 
MITTEE Applications are invited from registered medical 
prac titioners (Male = Female, resident or non-resident) for the 
appointment of JUNIOR HOSPITAL MEDICAL OFFICER. 
National Health Service salary scale. The Fountain Group 
caters for 660 mentally defective children, 80 adult female 
defectives, and 50 blind children, and provides wide experience 
in neurology, peediatrics, and child psychology as well as in 
mental deficiency. There are clinical, neuropathological, and 
biochemical research units and clinical conferences are held 
weekly. Numerous lectures and demonstrations are given to 
students and graduates. 

Applications, giving full particulars and names of 3 referees, 
Fountain Hospital, Tooting-grove, London, 
FRIERN HOSPITAL, London, N.11. (2400 Beds.) Applica- 
tions are invited for the appointment of SENIOR HOUSE 
OFFICER. Appointment for 1 year. 

Applications, stating full particulars and names of 2 referees, 
should be sent to the Secretary, Friern Hospital, New Southgate, 
GERMAN HOSPITAL, London, E.8. (General—157 Beds.) 
Applications are invited for the 6 poe resident appointment 
of Pre-registration HOUSE SURGEON, now vacant, and 
should be sent to the Group Sec ro ee » Hackney Hospital, 
London, E.9, quoting GH/PHS. mon 
HOSPITALS FOR DISEASES OF THE CHEST AND 
THE MIDDLESEX HOSPITAL, W.1. BOARD OF GOVERNORS invite 
applications for a full-time appointment of SENIOR REGIS- 
TRAR in Anesthetics involving duties on 3 days weety with 
London Chest Hospital and 24 days weekly with Middlesex 
Hospital. Candidates must hold the Diploma F.F.A.R.C.S. The 
appointment is for 1 year with eligibility for ce? 

Applications, stating age, qualifications with dates, and 

appointments held with names of 3 referees, by &th April, 1957, 
to KENNETH A. F. MILES, Secretary to the Board. 

Brompton Hospital, London, S.W.3. 

HOSPITALS FOR DISEASES OF THE CHEST AND 
WESTMINSTER HOSPITAL, S.W.1. BOARD OF GOVERNORS invite 
applications for a full-time appointment of SENIOR REGIS- 
TRAR in Anwsthetics involving duties on 3 days weekly with 
Brompton Hospital and 2} weekly with estminster 
Hospital. Candidates must hold the Diploma F.F.A.R.C.S. The 
appointment is for 1 year with eligibility for reappointment. 

Applications. stating age, qualifications with dates, and 
appointments held with names of 3 referees, by 8th April, 1957, 
to KENNETH A. F. MILES, Secretary to the Board. 

Brompton Hospital. London, 
HOSPITAL FOR WOMEN, Soho-equare, W.1. (Affiliated 
to the Middlesex Hospital.) Applications are invited for a full- 
time post of RESIDENT SENIOR GYNAECOLOGICAL 
HOUSE OFFICER, vacant on Ist July, 1957. Appointment is 
for 6 months but the holder can apply for an extension of 6 
months. Salary in accordance with the terms laid down for 
medical and dental staffs, less a deduction of £150 p.a. for 
residential emoluments. The appointment is recognised for the 
M.R.C.O.G, examination. 

Applications, stating age, nationality. qualifications, and 
experience, supported by the names and addresses of 2 referees, 
must reach the undersigned not later than Monday, 8th April. 

EMERY, Secretary. 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of REGISTRAR to the Obstetric and 
Gynecelogical Department becoming vacant on 31st May, 1957. 
Previous experience in gynecology and obstetrics essential. 

Applications (12 copies), giving the names and addresses of 3 
referees, should be received by the undersigned by 5th April, 
1957. H. BRIERLEY, House Governor. 
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LONDON HOSPITAL, Whitechapel, E.1, and THE 
NORTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD. Applica- 
tions are invited for the post of SENIOR REGISTRAR in 
General Medicine. A higher qualification in medicine is required. 
The appointment will be for 1 year, renewable for a maximum 
of 4. The first 2 years will be spent at The London Hospital and 
the remainder at the Chelmsford Group based on St. John’s 
Hospital, or in a special department or on ‘research work. 

Applications (12 copies), giving the names and addresses of 3 
referees, should be received by the undersigned by 5th April, 
1957. H. BRIERLEY, House ‘Governor. 
LONDON. CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. 2 vacancies occur Ist June, 1957, for RESIDENT 
HOUSE PHYSICIAN. Appointment for 6 months, 4 in London, 
2 at the Country Branch, near Letchworth, and post graded as 
House Officer. Duties include the Outpatient Department and 
Refill Clinic as well as wards. 

Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 12th April. 

THOMAS BROWN, House Governor. 

London Chest Hospital, E.2. 

LAMBETH HOSPITAL, Brook-drive, $.E.11. Applica- 
tions are invited from pre-registration and registered medical 
practitioners for the position of RESIDENT HOUSE SUR- 
GEON in the Obstetric and Gynecological Unit. The appoint- 
ment is for 6 months from Ist May, 1957. It would be a 
convenience, but not a necessiiy, if the successful candidate could 
7 out a fortnight’s nn duty starting from 17th April, 

957. an Hospital is recognised for the M.R.C.0.G. and 
Obst.R.C.0.G. 

forms from the Physician-Superintendent : 
stamped addressed envelope should be enclosed. 


MARIE CURIE HOSPITAL, 66, Fitzjohn’ 8-avenue, 
Hampstead, N.W.3. GYNZCOLOGIC AL HOUSE SURGEON 
(radiotherapy ), resident, required in Apr 
Applications, with copies of the Administrative 
cer. 
METROPOLITAN EAR, NOSE AND THROAT HOS- 
PITAL at St. Mary Abbots Hospital, Marloes-road, Kensington, 
W.8. HOUSE SURGEON (E.N.T.) required. Post recognised 
for D.L.O. Resident appointment for 6 months in first instance. 
Applications by 30th March, 1957, on forms obtainable from 
the Hospital Secretary (L.4), St. Mary Abbots Hospital. 


MILE END HOSPITAL, Bancroft-road, London, E.1. 
(484 Beds.) ANASSTHETIST (Senior House Officer). Recog- 
nised for F.F.A.R.C.S. Post vacant 21st April, 1957. 

Application forms, obtainable from Physician-Superintendent, 
to be returned by 5th April with copies of not more than 3 
testimonials. 


Applications are invited for the full-time appointment of 
MEDICAL REGISTRAR (non-resident) at Maida Vale Hospital 
for Nervous Diseases, London, W.9. Grading as Senior Registrar. 
Preference will be given to a candidate holding a higher degree 
who intends to specialise in neurology. 

Applications, with copies of 3 recent testimonials, to be sent 
oa Secretary at Maida Vale Hospital, not later than 3rd April, 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Electroencephalography. Applications are invited from registered 
medical practitioners for the appointment of REGISTRAR 
(hee -time) in the Department of Applied Electro-Physiology 

he National Hospital, Queen-square, W.C.1. This post 
- a ... the grade of Registrar. The appointment will be for 
1 year in the first instance with eligibility for reappointment. 

Applications, giving the names of 3 referees, to sent to the 

undersigned not later than 30th March, 1957. 
H. EWAarRT MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-square, W.C.1. 

NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE SURGEON (resident) required, Bj lst May, for 6 
months. General eurecty and some E.N.T. surgery. Post 
recognised for F.R.C.S 

Applications (in own handwriting), stating age, nationality, 

ualifications, experience, with copies of recent testimonials, to 
retary of Hospital, by 9th April. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
2 OBSTETRIC AND GYNZXCOLOGICAL HOUSE SUR- 
GEONS (resident), required for lst May :— 

(a) Registered medical practitioner. 

(b) Pre-registration canaidate (second post). 

Both posts recognised hy R.C.O.G. for Diploma, and as a com- 
bined post for Membership. Candidates must have held house 
appointments in either medicine or surgery. Large Obstetric 
and Gyneecological Department. 

Applications (in own handwriting), stating age, nationality, 
qualifications, experience, with copies of recent testimonials, to 
Secretary of Hospital, by 2nd April. 


PADDINGTON GENERAL HOSPITAL, Harrow-road, 
W.9. Applications are invited for the post of SENIOR HOUSE 
OFFICER er Resident on duty. Recognised for 
D.A. and F.F.A.} 

Applications, age, qualifications, medical school, 

experience, together with names and addresses of 2 referees, to 
reach Secretary to Committee by Ist April, 1957. 
PLAISTOW MATERNITY HOSPITAL, Howards-road, 
Plaistow, London, E.13. RESIDENT OBSTETRIC OFFICER 
(House Officer, post-registration) required for 6 months com- 
mencing as soon as possible. The post offers excellent experience 
as sole resident in charge of 60 Beds. 

Apply to Hospital Secretary not later than 28th March, 1957, 
enclosing copies of 2 testimonials. 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. ANASSTHETIC REGISTRAR (non-resident) for 
whole-time duties, at hospitals in the Central Middlesex Group 
—mainly at Acton and Willesden General Hospitals. Officer 
would receive mileage allowance for the use of car. Appointment 
for 1 year, renewable. Hospitals may be visited by direct 
appointment. 

Application forms from, and returnable to, Group Secretary, 

Central Middlesex Group Hospital Management Committee, 
Park Royal, N.W.10, within 10 days. 
QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
QUEEN CHARLOTTE’S MATERNITY HOSPITAL. JUNIOR OBSTE- 
TRIC OFFICER (Senior House Officer), resident post tenable 
for 6 months from Ist July, 1957. 

Applications to the House Governor by 6th April, 1957, on 
forms obtainable from 339, Goldhawk-road, London, W.6. 
QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
CHELSEA HOSPITAL FOR WOMEN. HOUSE SURGEON (Senior 
— Officer) resident post tenable for 1 year from Ist August, 

of 

Applications co the House Governor by 6th April, wae’ on 
from 339, Goldhawk-road, W.6 
Qu CHARLOTTE’S AND CHELSEA HOSPITALS. 
QNESTHETIST (Senior House Officer) resident post tenable 
for 6 months from Ist July, 1957, in the first instance, for duties 
on hospitals. Post recognised for the purpose of the 

-F.A.R.C.S8. 

Applications to the House Governor by 6th April, pret. on 
forms obtainable from 339, Goldhawk-road, London, W.6 
QUEEN MARY'S HOSPITAL FOR THE EAST “END, 
Stratford, E.15. SENIOR OBSTETRIC HOUSE SURGEON 
(Male or Female), Senior House Officer grade. 6 months com- 
mencing as soon as possible. Post recognised for M.R.C.O.G. 

Apyeattens, with the names of 3 referees, to Group Secretary, 
West Ham Group Hospital Management Committee, Stratford, 
E.15, by 27th March, 1957. 

ROYAL FREE HOSPITAL. Applications are invited for 

the post of SENIOR REGISTRAR to the Diagnostic X-ray 

Department at the Royal Free Hospital. The post is non- 

resident for 1 year in the first instant. Duties to commence 

lst May, 1957. Candidates should be registered medical practi- 

mone of of 1% more than 10 years standing and should hold the 
(D 

Formal applications, giving details of experience, &c., together 

with the names of 3 referees, should be sent to the Hospital 
Secretary, Royal Free Hospital, Gray’s Inn-road, W.C.1, as soon 
as possible and not later than 4th April, 1957. 
ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. There 
will be a vacancy for an ANXSTHETIC REGISTRAR (resident 
or non-resident) as from Ist May, 1957, to work as required at 
both hospitals. Applicants should have had some special experi- 
ence in anesthesia and preferably should hold, or be working 
for, a higher qualification in that specialty. Registrar grading 
and salary in accordance with the terms and conditions of 
service under the National Health Service Act. 

Applications, giving full particulars of age, qualifications and 

experience, with the names of 2 referees, should be sent*to the 
House Governor by 31st March, 1957. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre-registration and registered Female medical pracconers 
for the appointment of GYNASCOLOGICAL HOUSE SUR- 
GEON, vwacant = April, 1957, for 6 months. Recognised 
for the M.R.C.O.¢ 

Application forms from the Secretary. 

SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from pre- -registration and registered Female medical 1 practitioners 
for the appointment of HOUSE SURGEON, vacant now for a 
period of 6 months. Recognised for the F.R.C.S. 

Forms of application from the Secretary. 

SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common . Applications are invited 
for the post of SENIOR RESIDENT MEDICAL OFFICER 
(Woman), Senior House Officer grade. Appointment is for 6 
months, renewable. Duties include care of children’s ward, 
medical beds, E.N.T., and administration. Offers suitable 
capemenes Ss to those intending to enter General Practice. Vacant 
lst May, 1 

Forms of ‘application from the Secretary. 

ST. ANDREW’S HOSPITAL, Bow, E.3. Senior House 
OFFICER (orthopedic, E.N.T., and Spaaey general surgery ) 
required. Post vacant 13th April, 1957 

Applications, with copy of at least 1 testimonial, to Group 

Secretary, Bow Group Hospital Management Committee, 
2a, Bow- road, London, E.3, immediately. 
ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT HOUSE SURGEON (third post) to above 
Hospital for a period of 6 months from 4th May, 1957 

Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, to be returned by 
30th March, 1957. 

ST. GILES’ HOSPITAL, Camberwell, 8.E.5. House 
SURGEON (casualty duties, with some general surgical, E.N.T., 
and Eye beds). Recognised pre-registration post. 

Applications, with copy testimonials or names of referees, to 
Group Secretary, Camberwell Hospital Management Committee, 
Dulwich Hospital, Kast Dulwich-grove, 8.E.22. 

ST. JAMES’ HOSPITAL, Baihdm, 8.W.12. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR 
(E.N.T.), resident. Post vacant 1st April. 

Application forms, obtainable from Group Secretary, Wands- 
worth Hospital Group, at above address, to be completed and 
returned by 6th April. (0176.) 
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ST. JAMES’ HOSPITAL, Balham, 8.W.12. South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Part-time REGIS- 
TRAR (7 sessions per week), for Ophthalmic Unit (18/20 Beds 
and outpatient clinics). Resident or non-resident. Post vacant 
21st April. 

Application forms obtainable from Group Secretary, Wands- 
worth Hospital Group, at above address, to be completed and 
returned as soon as possible. (0177.) 

ST. MARY'S HOSPITAL, Paddington, W.2. Applications 
are invited for the post of Part-time OUTPATIENT SURGICAL 

SSISTANT (graded Senior House Officer) for 3 notional half- 

ays per week—Monday P.M., Wednesday a.M., and P.M. This 
appointment is designed fqgr Men or Women who have already 
passed their Primary F.R.C.S., and is ideally suited to those 
reading for the Final as a large number of clinical cases are 
available ; it will be for a first period of 12 months as from a 
date to be arranged. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
Powpitcon, House Governor, not later than 2nd April, 1957. _ 
ST. MARY'S HOSPITAL, Paddington, W.2. Applications 
are invited for the post of CLINICAL PATHOLOGIST, for 
a period of 8 months, with effect from Ist June, 1957 ; remunera- 
tion at Senior House Officer rates (first 2 months non-resident 
remaining 6 months resident). Applicants should have held 2 
House Officer appointments at this Hospital or another hospital 
approved by the Board of Governors and preference will be 
given to those intending to specialise in pathology. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings o—— and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitTcH, House Governor, not later than 9th April, 1967. 
ST. THOMAS’S HOSPITAL, London, 8.E.1. Registrar 
or SENIOR HOUSE OFFICER to the Radiotherapy Jepart- 
ment. For a period of 1 year in the first instance from 27th 
July, 1957. Grade according to qualifications and experience. 

Applications, naming 2 referees, to the Clerk of the Governors 

by 3rd April, 1957. 
THE HOSPITAL thy SICK CHILDREN, Great Ormond- 
street, London, W.C. There will be a vacancy on Ist July, 
1957, for a RESIDENT REGISTRAR (Registrar grade) to the 
E.N.T. Department. 

Further particulars and form of application which must 
be returned not later than Monday, 22nd April, 1957, are 
obtainable from the undersigned. 

1. F. RUTHERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, oes Ormond- 
street, London, W.C.1. A vacancy will occur in M 1957, for 
a Full-time RESIDENT SENIOR SURGICAL Rl GISTRAR 
to the Theracic Unit. 

Further particulars and form of application which must be 
returned not later than Monday, 22nd April, 1957, are obtainable 

m the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
THE WOSPITAL FOR SICK CHILDREN, Great Ormond- 


street, London, W.C.1. There will be a vacancy for a HOUSE 
SURGEON (Senior House Officer) to the Orthopedic and 
Plastic Departments in May, 1957. 


Further particulars and forms of application, which must be 
returned not later than 22nd April, 1957, are obtainable from the 
dd. 

H. F. RurHERFORD, House Governor and Secretary. 
THORPE COOMBE MATERNITY HOSPITAL, Wai- 
thamstow, E.17. (58 Beds.) Applications are invited from 
medical Women for the post of JUNIOR OBSTETRIC 
OFFICER (graded House Officer), vacant 4th May, 1957. The 
Hospital is recognised by the Royal College of Obstetricians and 
Gynecologists. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, ae 
Management ( Jommittee, Forest Group, Langthorne-road, E.11 
COLLEGE HOSPITAL, QGower-street, 
W.C. pee are invited for the post of MEDIC AL 
REGISTICA t for 1 year in the first instance from Ist Ma 
1957, or as soon as possible thereafter. The post will abe 
a period of duty at the Whittington Hospital, London, N.19 
Preference will be given to candidates holding higher qualificat ions. 

Applications, with the names of 2 referees, to Administrator 
and Secretary by 6th April, 1957. 

UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. Applications are invited for the post of SENIOR 
REGISTRAR in Radiotherapy for a period of 1 year in the first 
instance from Ist June, 1957, or as soon thereafter as possible. 

Applications, with names of 2 referees, to Administrator and 

Secretary by 4th June, 1957. 
WHIPPS CROSS HOSPITAL, London, E.11. Applications 
are invited for the post of HOUSE SURGEON (pre-registration ) 
in the Orthopedic Department. Post, recognised for the 
F.R.C.S., vacant Ist April, 1957. 

Application forms from the Hospital Secretary to be returned 

by Ist April, 1957. 
WESTMINSTER HOSPITAL, St. John’s-gardens, 8.W.1. 
Applications invited for post of REGISTR AR in Obstetrics and 
Gynecology for 1 year in first instance from Ist May, 1957, 
or earlier. 

Applications (8 copies), with names of 2 referees, to House 

Jovernor by 30th March. 

WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for post of SENIOR MEDICAL REGIS- 
TRAR for 1 year in first instance from Ist June, 1957. Candidates 
must be M.R.C.P. (London). 

Applications (12 copies), with names of 2 
Governor by 6th April. 
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referees, to House 


WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
Applications invited for post of SENIOR REGISTRAR to 
Psychiatric Department for 1 year in first instance from Ist July, 
1957. Post offers opportunities for experience with both adults 
and children. Candidates must hold D.P.M. Hospital may be 
visited by arrangement with Physician in charge of Department. 

Applications (7 copies), with names of 2 referees, to House 
Governor by 6th April. ys 
WHITTINGTON HOSPITAL, London, N.19. Anesthetic 
REGISTRAR required. Post recognised for F.F.A.R.C.S. 
and D.A. Hospital may be visited by direct appointment. 

Application forms ae from, and ed to, the 
Secretary, 46, Cholmeley-park, N.6, by Ist Ap 


WHITTINGTON HOSPITAL, Londo a Ap ppli- 
cations are invited for 1 post of HOUSE SURGEON Poe 2 centr 
surgery), vacant now. Post recognised for F.R.C.S.(Eng.). 
Pre-registration candidates may apply. 

Application forms obtainable from Group Secretary, 46, 
Cholmeley-park, London, N.6 (ARChway 3070, ext. 24), and 
returnable to the Medical "Superintendent, Whittington Hospital, 
London, N.19, by Ist April, 1957.00 
WHITTINGTON HOSPITAL, London, N.19. Surgical 
REGISTRAR (whole- ‘sane? required for Neuro-surgical Unit. 
Post vacant Ist May, 1957. Duties may include neuro-surgical 
work in certain mental hospitals. Hospital may be visited by 
direct appointment. 

Application forms obtainable from, and returnable to, Secre- 

tary, Archway Group Hospital Management Committee, 46, 
Cholmeley-park, N.6, by Ist April, 1957. 
ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the post of SENIOR 
HOUSE OFFICER in Geriatrics at Glenburn Wing, Woodend 
General Hospital. The post is non-resident. 

Applications, giving details of yualifcatigns and experience, 
with the names of 2 referees, should th the Secretary, 
Aberdeen General Hospitals, P.O. Box anes 92, 62, Queen’s-road, 
Aberdeen, within 14 days of the appearance of this ‘advertisement. 


ABERGAVENNY. PEN- bao = HOSPITAL. Vale of Usk 
HOSPITAL MANAGEMENT COM EE. Applications are invited 
for the post of JUNIOR HOSPITAL MEDICAL OFFICER. 
Salary according to national scale. Residential accommodation 
available for single person. Experience in psychiatry not essential. 

Applications, stating age, nationality, qualifications and 
present appointment, together with the names of 2 referees, to 
be forwarded immediately to the Medical Superintendent, 
Pen-y-val Hospital, Abergavenny, Mon. 
ABERGELE CHEST HOSPITAL, Abergele. (248 Beds 
—69 adult pulmonary, 179 children pulmonary and_ non- 

ulmonary. Hospital contains a major Thoracic Surgery Unit.) 
UNIOR HOSPITAL MEDICAL OFFICER required at the 
above Hospital. Tenure of post limited to 3 years. 

Applications, with 2 testimonials, to be sent forthwith to 
Group Secretary, Clwyd and Deeside Hospital Management 
Committee, “‘ Rhianfa,’ Rhyl. 
ABERYSTWYTH, CARDIGANSHIRE. GENERAL 
HOSPITAL. SENIOR HOUSE OFFICER (surgical) required. 
Post recognised for F.R.C.S. (Resident. ) 

Applications, stating age and experience, &c., to the Group 
Secretary, Mid-Wales Hospital Management Committee, 31, 
North-parade, Aberystwyth, Cards. 

ALTON GENERAL HOSPITAL, Alton. (136 Beds.) 
RESIDENT HOUSE SURGEON (Senior House Officer grade) 
required from 28th April to work under full-time Consultant 


cupree- There are 2 other residents. Post recognised for 
t.C.8 

Applications, with copies of 2 testimonials, to the Hospital 
Secretary. 


ASHFORD HOSPITAL, Ashford, Middlesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTER. Require 
RESIDENT HOUSE SURGEON (Male) for general surgi 
duties, 6 months appointment, vacant Ist April, 1957. Preference 
given to pre-registration candidates. 

Applications, stating age, qualifications and experience, with 

copies of up to 3 recent testimonials, to Medical Director of 
Hospital. 
BANFF. CHALMERS HOSPITAL. by of Manage- 
MENT FOR THE LOWER BANFFSHIRE HOSPIT Applications are 
invited for the post of SENIOR HOUSE OF FIC ER in Genceal 
Surgery at the above Hospital. The post is resident. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the Group 
Secretary, Clunie-street, Banff. 
BARNSLEY CHEST SERVICE. Sheffield Regional 
HOSPITAL BOARD. Whole-time REGISTRAR (chest diseases 
required. Single accommodation available at Wathwoo 
Hospital. Duties at the Hospital and Barnsley Clinics under 
the supervision of the Consultant. Appointment for 1 year in 
first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by Ist April, 1957, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 

BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE SURGEON required. Recognised pre-registra- 
tion appointment ; the post can be taken up immediately. 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra-road, Barnstaple. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. (780 
Beds.) SENIOR HOUSE OFFICER (anesthetics), resident. 
Recognised for D.A. and F.F.A.R.C.S. Vacant 2ist April, 1957. 
Extensive experience of angsthetics not necessary. Duties 
include list and 2k ay! work in general surgery, gynecology, 
obstetrics, and E.N.T 10spitals in the Group. 

Detailed applications, with copies of 3 recent testimonials, 
to the Group Secretary. 
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BIRMINGHAM (near), MARSTON GREEN MATER- 
NITY HOSPITAL, Berwicks-lane, MARSTON GREEN, near BIRMING- 
. HOUSE SURGEON (obstetrics) required, vacant Ist May, 
1957. 121 obstetrics and 10 gynecological beds. Recognised for 
Diploma and Obstetric part of M.R.C.O.G. Premature Baby 
Unit. Hospital affiliated to Birmingham Medical School for 
training of students. 
Detailed applications, with copies of 3 recent testimonials, to 
Group Secretary, Dudley Road Hospital, Birmingham, 


BIRMINGHAM REGIONAL HOSPITAL BOARD AND 
UNITED BIRMINGHAM HOSPITALS. Joint appointment of SENIOR 
REGISTRAR in Psychiatry. Main duties Monyhull Hall 
Hospital (1161 Beds, mental deficiency ) with 2 notional half-days 
weekly at the Children’s Hospital, Birmingham. Special Unit for 
high grade rehabilitation and active Psychological De partment 
and daily work system. Also responsible for St. Francis resi- 
dential school for E.S.N. and maladjusted children. General 
experience psychiatry and pediatrics an advantage. Single 
accommodation. 

Application forms from Secretary, 10, Augustus-road, Bir- 
mingham, 15, to be returned by 8th ‘April. 1957. 


BIRMINGHAM REGIONAL HOSPITAL BOARD AND 
UNITED BIRMINGHAM HOSPITALS. Whole-time SENIOR REGIS- 
TRAR in Radiodiagnosis. Duties at Coventry and Warwickshire 
Hospital and other hospitals in the Coventry Group (9 notional 
half-days) and United Birmingham Hospitals (2 notional half- 
days). D.M.R.D. essential. Non-resident. 

no eae forms from Secretary, 10, Augustus-road, Bir- 
mingham, 15, to be returned by 8th April, 1957. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(1) Stoke-on-Trent Group, Princes-road, Stoke-on- 


Trent 
REGISTRAR (orthopedics ) for North Staffordshire Royal 
Infirmary (455 Beds). Some duties at Hartshill Orthopedic 
Hospital (77 Beds). Resident or non-resident—post vacant Ist 
May. Experience specialty essential. Higher qualification an 
advantage. 
(2) Wolverhampton Group, Royal Hospital, Wolver- 


hampton 
REGISTRAR (pathology), resident or partly resident. 


Experience specialty an advantage. Duties in all branches of 
clinical pathology centred on Royal Hospital. 

Application forms from Group Secretaries to be returned by 
April, 1957. 
BIRMINGHAM, 13. SORRENTO MATERNITY HOS- 
PITAL. (106 Beds, including 24 premature baby cots.) 
OBSTETRIC HOUSE SURGEON. Appointment recognised 
for D.Obst.R.C.0.G. Hospital affiliated to Birmingham Medical 
School for training of students. 

Applications for the above post, vacant Ist May, 1957, to the 

Obstetrician, Sorrento Maternity Hospital, not later than 
27th March. 
BIRMINGHAM. ST. MARGARET'S HOSPITAL, Great 
BARR PARK, BIRMINGHAM, 22a. (Mental Deficiency—1491 Beds. ) 
RESIDENT JUNIOR HOSPITAL MEDICAL OFFICER 
(Female). Accommodation for single person only. 

Applications, stating age, qualifications and experience, 
together with names and addresses of 3 referees, should be 
forwarded immediately to the Medical Superintendent. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRM- 
INGHAM, 16. HOUSE SURGEON post vacant now for period 
to 6th July, 1957. 

Forms of application may be obtained from the House 
Governor and should be returned immediately. 

N. R. Winwoop, House Governor. 
BISHOP AUCKLAND, co. DURHAM. THE GENERAL 
HOSPITAL. (350 Beds.) SOUTH WEST DURHAM HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE SURGEON required. Recognised 
pre-registration post. 

Apply, naming 2 referees, to K. G. Ts Luxrorp, Group 

Secretary, at the above address. 
BOURNEMOUTH (near). CHRISTCHURCH HOSPITAL, 
CHRISTCHURCH, HANTS. BOURNEMOUTH AND EAST DORSET HOS- 
PITAL MANAGEMENT COMMITTEE. HOUSE PHYSICIANS 
(pre-registration interns) required for posts becoming vacant on 
9th May and Ist June respectively at the above Hospita) which 
is now being upgraded by the opening of an Operating Theatre 
and 56 surgical beds. The total bed complement of 334 also 
includes 79 acute medical, 34 pediatric, 6 chest diagnostic, and 
a geriatric ward. Duties also include attendance at outpatient 
clinics at the Royal Victoria Hospital, Boscombe. 

Applications, with copies of testimonials, to the Hospital 
Secretary at the Hospitai. 

BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. BOU a AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTE Applications one invited for the 
appointment of GENER AL HOUSE SURGEON. The appoint- 
ment, which becomes vacant on 14th May, eNooi. is recognised 
for the F.R.C.S. examination and for pre-registration purposes. 
_Applie ations to the Hospital Secretary. 


BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 


appointment of RESIDENT SENIOR HOUSE OFFICER 
(aneesthetics). The post, which becomes vacant on 17th May, 
1957, is recognised for the D.A. and F.F.A.R.C.S., and is norm- 
ally tenable for 12 months. Experience with Thoracic Unit 
available. 

_ Applications to the Hospital Secretary, 
BEDFORD GENERAL HOSPITAL. (439 Beds.) House 
as ON required. Pre- or post-registration. Recognised for 
F.R.C.S. Post offers exceptional opportunities for general 
ex exlouee in busy acute Surgical Units. 

nquiries and applications, with copies of 2 recent testimonials, 
to Group Secretary, 3, Kimbolton-road, Bedford. 


BEBINGTON, CHESHIRE. CLATTERBRIDGE HOS- 
PITAL. (819 Beds.) CENTRAL WIRRAL GROVP. 2 HOUSE 
OFFICERS (general surgery) for full registration or pre- 
registration posts, 6 months commencing immediately. Salary 
according to previous posts held. 

Applications to — Secretary, with details of experience, 
&c., and names of 3 referees. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) ORTHOPAZDIC HOUSE SURGEON (first, 
second, or third post) vacant now. Offers good oppor- 
tunity for general experience in busy acute general hospital. 
Approved pre-registration post. o guy qualified practitioners 

may apply. Recognised for F.R. 

__ Apply Group Seerectary. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 

ASSISTANT PATHOLOGIST (Senior House Officer grade) 
required in Area Laboratory. Offers experience all branches of 
pathology. Salary £745. 

Detailed applications to Group Secretary. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL, 
(229 Beds). Locum ORTHOPAZDIC HOUSE SURGEON 
(Senior House Officer or House Officer grading according to 
experience ). 

Applications to Group Secretary. 

BRADFORD, YORKSHIRE. ST. LUKE’S HOSPITAL. 
SENIOR HOUSE OFFICER (anesthetics) required, vacant 
mid-March. for plastic and -thoracic experi- 
ence and recognised for D.A. & A.R. 

Applications, stating age, nationality, ~ qualifications and 
experience with copy testimonials, to the Secretary, Bradford 
Royal 
BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. 
SENIOR CASUALTY OFFICER (Junior Hospital Medical 
Officer), non-resident, required at the above Hospital. Vacant 
now. Recognised for F.R.C.S. 

Applications, stating usual particulars and the names of 2 
referees, to the Administrative Officer. 

BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) HOUSE SURGEON immediately. 
Recognised for pre-registration and F.R.C. 

Applications, stating usual particulars ro | ‘naming 2 referees, 
to the Administrative Officer 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) 2 HOUSE PHYSICIANS required beginning of 


» April and May. Pre-registration. 


Applications, stating usual particulars, and naming 2 referees, 
to the Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7. 

BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) 1 HOUSE SURGEON required mid-April. Recog- 
nised for pre-registration and F.R.C.S. 

Applications, stating usual partic ulars, and naming 2 referees, 

to the Administrative Officer. 
BRIGHTON. ROYAL ALEXANDRA HOSPITAL FOR 
SICK CHILDREN, Dyke-road. (130 Beds.) BRIGHTON AND LEWES 
HOSPITAL MANAGEMENT COMMITTEE. Vacancies for HOUSE 
PHYSICIAN and HOUSE SURGEON for. 6 months from 
24th April and 7th May, 1957, respectively. Both posts offer 
wide experience in pediatrics and are recognised for D.C.H. 
That of House Surgeon is open to pre-registration candidates, 

Applications, stating age, nationality, qualifications and 
experience, together with copies of recent testimonials, to be sent 
to the Administrative Officer as soon as possible. 

BRIGHTON AND LEWES HOSPITAL MANAGE 
COMMITTEE GROUP HOSPITALS. SENIOR HOUSE OFFICER 
for duties in the E.N.T. Department of the above Group (78 
Beds), vacant now. Recognised for F.R.C.S8. and D.L.O. 

Applications, with details of experience, &e. a together with the 
names of 2 referees, to be sent to the Administrative Officer, 
Royal Sussex County Hospital, Brighton, 7 
BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE. Applications are invited for 
the following appointments at Southmead Hospital, Bristol 
(570 Beds including 133 maternity) : 

1 SENIOR HOUSE OFFIC ER (medical ) for 12 months 
commencing 15th May, 1957. 

i SENIOR HOUSE OFFICER (surgical) for 12 months 
commencing Ist June, 1957. Post recognised for F.R.C.S. 
examination. 

1 SENIOR HOUSE SURGEON in Obstetrics for 6 months 
commencing 12th May, 1957. The person appointed will be 
attached to the Professorial Unit. 

Applications to be forwarded to the Group Secre 7; South- 
mead Hospital, Bristol, not later than 31st March, 1957. 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. FAIRFIELD GENE mae HOSPITAL. Applications are 
invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER (psychiatry). The appointment is for 1 year in the 
first instance, subject to renewal annually. This post is recog- 
nised for the D.P.M. for 12 months. 

Applications, with full details of age, qualifications, and 
experience, together with names of 2 referees, should be sub- 
mitted to H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. FAIRFIELD GENERAL HOSPITAL, BURY. (496 Beds.) 
Applications are invited for thé pre-registration post of HOUSE 
OFFICER in Obstetrics and Gynecology at the above Hospital. 

Apply, stating age, qualifications, and experience, together 
with names of 2 referees, to H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 
CARDIFF (near). CAERPHILLY AND DISTRICT HOS- 
PITAL. (226 acute general beds;) SENIOR HOUSE OFFICER 
(general surgery). Post recognised by Royal ¢ pe of Surgeons. 
6 miles from the teaching hospital at ¢ ‘ardiff 

Apply to Group Secretary at Hospital. 
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CARDIFF. ST. DAVID’S HOSPITAL. 
(a) RESIDENT SENIOR HOUSE OFFICER required in 
Geriatric Unit (200 Beds). 

(6) RESIDENT OBSTETRICAL HOUSE OFFICER (recog- 

nised for M.R.C.O.G.) in Maternity Department. 

Both commencing Ist May, 1957. 

Form of application, stating post, from Group Secretary, 
on Hospital Management Committee, 44, Cathedral-road, 
Care 

CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of REGISTRAR 
in Dermatology at the Cardiff Royal Infirmary. 

Application forms are available from the Secretary to the 
Board at the Cardiff Royal Infirmary, Newport-road, Cardiff, 
and should be returned within 14 days of the appearance of this 
advertisement. 


CAMBRIDGE. UNITED CAMBRIDGE HOSPITALS. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. SENIOR REGIS- 
TRAR in Psychiatry. Joint appointment by the 2 Boards for 
clinical duties at both Addenbrooke’s and Fulbourn Hospitals, 
Cambridge. The successful candidate will also assist in clinical 
teaching and in the supervision of the psychiatric training pro- 
gramme. There is a link with the University Department of 
Peyohology and opportunities for research with abundant clinical 
material. 

Detailed applications, and the names of 3 referees, to Secre- 
tary, United Cambridge Hospitals, Addenbrooke’s Hospital, 
Cambridge, by 6th April, 1957. ae 
CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 
PITALS. SENIOR HOUSE OFFICER (resident) at Brookfields 
Hospital for Infectious Diseases, Poliomyelitis and Tuberculosis, 
with some general medical work. Appointment for 6 or 12 months 
from mid-April. 

Applications, stating age, qualifications and experience with 
dates, and copies of 3 Be Bem my to Secretary, Addenbrooke’s 
Hospital, Cambridge, by 6th April. 


CHELTENHAM GENERAL HOSPITAL. (220 Beds.) 


HOUSE SURGEON required pre- or post- Se py The 
post offers a wide experience in general surgery ; mmeclesy 3 
and orthopeedic surgery. Post recognised for the Fy C.s. 


Apply Secretary, General Hospital, Cheltenham. 


CHELTENHAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from Male and Female 
practitioners for the appointment of SENIOR HOUSE 
OFFICER ANASSTHETIST which will be vacant immediately. 
Salary and conditions of service in accordance with Whitley 
Council regulations. 

Applications, with names of referees and full details, to— 

STANLEY T. Davis, Group Secretary. 

General Hospital, Cheltenham. le 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE SURGEON required for 
6 months appointment. National salary scale for first, second, or 
third posts. Post approved for pre-registration practitioners. 
Also recognised for F.R.C.S. 7 residents including Resident 
Surgical Officer and 3 House Surgeons. Vacant immediately. 

Apply to Senior Administrative Officer. 


CREWE AND DISTRICT MEMORIAL HOSPITAL. 
(108 Beds Acute, and continuation 32 Beds.) Pre-registration 
HOUSE OFFICER (surgical) required. (Approved for F.R.C.S.) 
Salary and conditions in accordance with Whitley ba ‘ouncil scale. 

Apply immediately, stating age, qualifications, , with names 
of 2 referees, to the Group Secretary, South Che aire Hospital 


Management Committee, Barony Hospital, Nantwich, 
Cheshire. 
CUCKFIELD HOSPITAL, Cuckfield, near Haywards 


HEATH, SUSSEX MID-SUSSEX HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE PHYSICIAN. Post vacant 12th 
April, 1957, and tenable for 12 months. 


Applications, stating experience, age, nationality and quailifi- 
cations, to Group Secretary within 1 week of advertisement. 
DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP, BIRMINGHAM REGION. 

The Guest Hospital, Dudley (154 Beds) 

SENIOR HOUSE OFFICER (casualty). 

SENIOR HOUSE OFFICER (surgical). 

HOUSE OFFICER (surgical), pre-registration. 

vacant. 

Apply, Group Secretary, Guest Hospital, Dudley. 
DUMFRIES. CRICHTON ROYAL MENTAL HOSPITAL. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER. Salary according to national scale. Previous 
experience in psychiatry not required. Every facility for training 
in psychiatry on the most modern lines. 

Forms of application to be obtained from the Physician- 
Superintendent, to whom these should be returned with copies 
of testimonials. 
NONCASTER ROYAL INFIRMARY. (330 Beds. Recog- 
nised for training for F.R.C.S. examination.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (orthopedics) required. Appointment for 1 year in first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by Ist April, 1957, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
DONCASTER. WESTERN HOSPITAL. Recognised 
under the regulations for the D.Obst.R.C.0.G. and M.R.C.0O.G. 
(obstetrical experience) and approved for Pre-registration 
Service under the Medical Act, 1950.) Applications are invited 
for the post of OBSTETRICAL HOUSE OFFICER (Senior 
House Officer or pre-registration post), vacant mid-May. 

Applications should be forwarded to the Group Secretary, 
Doncaster Hospital Management Committee, at Doncaster Royal 
Infirmary by 27th March. 
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Post now vacant. 
Post now vacant. 
Post now 


DONCASTER HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE PHYSICIAN (Senior House Officer) required 
between Western Hospital, Doncaster, and Doncaster Royal 
Infirmary. Resident at Western Hospital. 

Applications to the Group Secretary at Doncaster Royal 
Infirmary, 
DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 
HOSPITAL. (247 Beds.) HOUSE SURGEON (first, second, or 
third post), required now. Casualty, general surgery, ortho- 

sedics, and some gynecology. Approved pre-registration post. 
‘ully qualified practitioners may apply. 

Apply Group Secretary, Westwood Hospital, Beverley, 
Yorkshire. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

(a) REGISTRAR in Psychiatry, St. Andrew’s Hospital, 
Thorpe, Norwich (1250 Beds). Full range of modern psychiatric 
treatments and a number of associated general hospital outpatient 
clinics. Married or single quarters available. Appointment for 
1 year, renewable for second year. 

(6) REGISTRAR in Psychiatry, Hellesdon Hospital, Norwich. 
Associated with this modern mental hospital (960 Beds) are a 
separate early treatment hospital with an electro-encephalo- 
graphic department, outpatient clinics for both adults and 
children, and a special unit for the elderly mentally infirm. Post 
recognised for D.P.M. Tlouse available. Appoirtment for 1 year, 
renewable for second year. 

Candidates are invited to visit hospitals by direct arrangement 
with the Medical Superintendent. 

Applications, stating age, experience, and the names of 3 
referees, to Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by Ist April, 1957. 

EAST GRINSTEAD. QUEEN VICTORIA HOSPITAL. 
(PLASTIC SURGERY AND JAW INJURIES UNIT.) TUNBRIDGE WELLS 
GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT HOUSE 
SURGEON required Appointment for 6 months, offering con- 
siderable opportunity to gain experience in plastic surgery and 
aw! injuries work. 

a stating age, and the names of 3 referees, to 
Hospital Secre (L.) 
EDGWARE “QENERAL HOSPITAL, Edgware, Middlesex. 
RESIDENT PAZDIATRIC HOUSE PHYSICIAN for above 
Hospital. Post vacant 7th May, 1957. Recognised for pre- 
registration and D.C.H. purposes. 

Applications, stating age, qualifications and experience, and 
enclosing copies of 3 recent testimonials, to Medical Director 
of Hospital by 30th March, 1957. _ 

EXETER CLINICAL AREA. 
HOSPITAL BOARD. Applications are invited for the appointment 
of CLINICAL ASSISTANT in Obstetrics and Gynecology to 
undertake 8 weekly sessions in the Torquay Group of hospitals 
under the direction of the Consultant Obstetrician and Gyneco- 
logist. The successful candidate, who will work mainly at 
Torbay Hospital, Torquay, will also undertake regular sessions 
at Newton Abbot and Paignton Hospitals and at other ae 
in the Group. Payment will be at the rate of £175 p.a. 
weekly 34-hour session. The appointment will be held ae 
1 year in the first instance. 

Applications, stating date of birth, qualifications, and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 
27, Tyndalls Park-road, Bristol, 8, not later than 6th April, 1957. 


EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
Applications are invited from pre-registration and registered 
medical practitioners for the post of HOUSE SURGEON 
(general surgery), vacant 16th April, 1957. 

Applications, with copies of 2 recent testimonials, to the 
Hospital Secretary. 

GLASGOW, S.W.1. SOUTHERN GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER in Medicine. 

Write immediately to Secretary, Board of Management for 

Glasgow South-Western Hospitals, 1301, Govan-road, Glasgow, 
S.W.1, naming 2 referees. 
GODALMING, SURREY. KING GEORGE V HOSPITAL 
FOR DISEASES OF THE CHEST. GODALMING, MILFORD AND LIPHOOK 
GROUP HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (resident). Salary and deduction for board, lodging, 
&c., in accordance with national scale, £745. All modern forms 
of treatment carried out, including major thoracic surgery, a 
proportion of the beds being set aside for non-tuberculous chest 
cases, both medical and surgical. The Hospital is associated 
with a chest clinic. 

Apply, giving names of 3 referees, to the Physician-Superin- 

tendent not later than 6th April, 1957. 
GRIMSBY GENERAL HOSPITAL. Applications are 
invited for the post of HOUSE SURGEON (gyntecology), pre- 
registration or Senior House Officer grade, with some relief 
obstetric duties. Senior House Officer post recognised for 
pn age Up-to-date Medical Library and reading facilities 
available, 

Apply, with 2 names for reference, to Hospital Secretary, 

Grimsby General Hospital, Grimsby, Lincs. 
QUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(233 Beds.) HOUSE SURGEON for Orthopedic and Traumatic 
Unit. The post is tenable for 6 months from 15th April and is 
recognised for the F.R.C.S. examination and open to pre-registra- 
tion candidates. The unit deals with many traumatic cases. 

Applications, with copies of 3 testimonials, should be sent to 

the Hospital Secretary. 
HOVE GENERAL HOSPITAL, Sussex. (75 Beds. 3 
Resident Medical Officers.) Pre-registration HOUSE SURGEON 
(with casualty duties) required Ist April, 1957, for 6 months. 
Post is recognised for F.R.C.S. Salary £425-£525, less £125 p.a. 
for residential emoluments. 

Applications, stating age, qualifications, full details of experi- 
ence, together with names and addresses of 2 referees, to the 
Administrative Officer. 


South-Western Regional 
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HOVE GENERAL HOSPITAL, Sackville-road, Hove, 
SUSSEX. (75 Beds.) SENIOR HOUSE OFFICER (recognised for 
F.R.C.S.) vacant llth May. Duties of Resident Surgical Officer. 
Appointment for period of 1 year. 

Applications, with full particulars of qualifications, experience, 

&c., with names and addresses of 2 referees, to the Administrative 
Officer. ‘ 
HAREFIELD HOSPITAL, Harefield, Middiesex. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. MEDICAL 
REGISTRAR in Chest Diseases required at above Hospital. 
Previous experience in general medicine and in the treatment of 
tuberculosis essential. The Hospital has approximately 450 
Beds for the treatment of tuberculosis in all its forms, a non- 
tuberculosis Thoracic Surgical Unit of 90 Beds, and 100 general 
medical and surgical beds. 

Application forms obtainable from, and returnable to, the 
Group Secretary, Harefield and Northwood Group Hospital 
Management Committee, Mount Vernon Hospital, Northwood, 
Middlesex, by 6th April, 1957. 


HAREFIELD HOSPITAL, Harefield, Middiesex. Applica- 
tions are invited for the pre-registration post of HOUSE 
SURGEON to the general wards at the above Hospital. Vacant 
immediately. 

Applications, with copies of 2 testimonials, to the Medical 
Director of the Hospital. 

HERTFORD COUNTY HOSPITAL. (173 Beds. Hospital 
situated 21 miles from London.) RESIDENT CASUALTY 
OFFICER (Senior House Officer grade) with attachment to 
Pediatrician and Ophthalmic Consultant. Salary £745 p.a., less 

150 p.a. residential emoluments. Recognised under F.R.C.S. 
regulations. Appointment to commence immediately. 

Apply, with full details and references, to Group Secretary, 
Hertford Hospital Management Committee, County Hospital, 
Hertford, Herts. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. WEST 
— HOUSE SURGEON (pre-registration) 
required. 

Applications, giving full details and copies of recent testi- 
monials, should be sent to the Hospital Secretary at once. 


HEXHAM GENERAL HOSPITAL. (309 Beds.) Junior 
HOSPITAL MEDICAL OFFICER and SENIOR HOUSE 
OFFICER (orthopedics). Large Orthopeedic Unit providing 
excellent experience in this branch of surgery. Hospital recog- 
nised by Royal College of Surgeons. A furnished flat for the 
Junior Hospital Medical Officer will be available and for which 
a charge will be made. 

Applications, with names of 2 referees, as early as possible 

to the Group Secretary, General Hospital, Hexham, North- 
umberland. 
HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
CASUALTY OFFICER (resident) required, for duty with 
Accident Service and as Orthopeedic House Surgeon. Recognised 
as pre-registration post. Vacant early April. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of 3 recent testimonials, to 
Medical Administrator, Lister Hospital. 

HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
RESIDENT HOUSE SURGEON required. Post vacant 15th 
April, 1957. Recognised as pre-registration post and for F.R.C.S. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator. 
HORNCHURCH. ST. GEORGE'S HOSPITAL, Ingre- 
BOURNE CENTRE. Temporary PSYCHIATRIC REGISTRAR 
required at above Neurosis Unit. Mental Hospital experience 
essential. Candidate should be specially interested in short- 
term psychotherapy and social psychiatry. Further informa- 
tion may be obtained from the Hospital which may be visited 
by arrangement (Tel. : Hornchurch 4181). 

Applications, stating names of 2 referees, should be sent 
to Group Secretary, Oldchurch Hospital, Romford. 


HUDDERSFIELD. ST. LUKE’S HOSPITAL. (252 Beds.) 
Applications are invited for the post of RESIDENT MEDICAL 
OFFICER (Junior Hospital Medical Officer grade) at the above 
Hospital, to commence duties on 25th March, 1957. The Hospital 
caters for chronic sick, children, maternity and acute medical 
and surgical patients. Salary in accordance with the terms and 
conditions of service for hospital medical and dental staffs, 
£775-£50-£1075. House available for married candidate. 

Applications, together with copies of 3 recent testimonials, to 

sent to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, H-uddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required commencing duties immediately. The 
pow is recognised as a pre-registration appointment and for the 

-R.C.S. Salary in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 
__The Royal Infirmary, Huddersfield. 


HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE SURGEON (recognised for the F.R.C.S. examinations). 
There are 69 general surgical beds and some supervision is 
required of 17 gynecological beds. Salary £745, less emoluments. 
Post vacant Ist April. 

Applications, with 2 recent testimonials, to the Hospital) 
Secretary. 
HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HOUSE SURGEON required immediately. 
Registration or pre-registration post. Recognised for D.C.H. 

Applications, together with 2 testimonials, should be sent to 
the Hospital Secretary. 


HASTINGS. ST. HELEN’S HOSPITAL. (493 Beds.) 
HOUSE SURGEON, required. Pre-registration post recognised 
for F.R.C.S. 40 Beds in Department. New Operating Theatre. 
_ Apply to Hospital Administrator. 

ILKLEY. MIDDLETON HOSPITAL. (430 Beds.) Resident 
SENIOR HOUSE OFFICER (surgical) required for Major 
Thoracic Surgical Unit at the above Hospital. 


Applications, stating age, nationality, qualifications, and 
experience, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Heath 


ROAD WING, IPSWICH. (280 Beds.) Applications invited for:— 

HOUSE SURGEON (pre-registration) to 2 General Surgeons. 
Post vacant on 7th May, 1957. Recognised for the R.C.S. 
examinations. 

HOUSE PHYSICIAN (pre-registration). 
Ist May, 1957. 

Applications, with full particulars, and copies of 3 recent 
testimonials, to the Hospital Secretary. - 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Locum Tenens CASUALTY OFFICER 
(Senior House Officer grade), required from Ist May to 26th May, 
1957, inclusive. 

Applications, with full particulars, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of SENIOR HOUSE SURGEON to the Fracture and Orthopeedic 
Department, vacant on 9th April, 1957. The post is graded Senior 
House Officer and is recognised for the F.R.C.S. examinations. 
The Department has 2 Consultants, about 60 Beds and a large 
outpatient attendance ; it offers wide experience. 

Applications, stating age, nationality and experience, together 
with copies of recent testimonials, to the Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the Senior Consultant General Surgeon, 
vacant on 21st April, 1957. The post is rec for pre- 
registration and for the F.R.C.S. examinations. 

_ Applications, with copies of recent testimonials, to Hospital 
Secretary. 
IPSWICH. ST. HELEN’S HOSPITAL. (100 Beds for 
infectious diseases, pulmona' tuberculosis, and long-sta 
orthopedics. The area Chest Clinic is in the Hospital.) HOUS 
PHYSICIAN required (post-registration appointment). Accom- 
modation available for married man. 

Applications to JoHN WuLLIAMs, Group Secretary, Ipswich 
Group Hospital Management Committee, at the Ipswich and 
East Suffolk Hospital (Anglesea Road Wing), Ipswich. 


Post vacant on 


LEICESTER. GENERAL HOSPITAL. (Post recognised 
for F.R.C.S.) SHEFFIELD REGIONAL HOSPITAL BOARD. yhole- 
time RESIDENT SURGICAL REGISTRAR required. Appoint- 
ment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by Ist April, 1957, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
LEEDS REGIONAL HOSPITAL ARD. Registrar 
vacancies. 

Anesthetics 

Harrogate General Hospital (approximately 150 Beds in 
or epestalties ). Preferably resident. Recognised for the 

-F.A.R.C.S. 

General Surgery 

Hull AeGroup of hospitals. Duties mainly at Western and 
Kingston General Hospitals (120 general surgical beds). May 
include some duties in the Casualty Department. Resident or 
non-resident. Recognised for F.R.C.S. 

Orthopedic Surgery 

(i) St. James’s Hospital, Leeds (64 orthopedic beds), and the 
Public Dispensary, Leeds. Non-resident. 

(ii) Harrogate General Hospital (38 orthopedic beds). May 
include some duties in the Casualty Department. Non-resident. 
Psychiatry 

(i) Storthes Hall Hospital (2750 Beds). 

(ii) Menston Hospital, near Leeds (2500 Beds). 

If desired, facilities for attendance at Leeds University will 
 Jagrene if the successful candidates are studying for the 
D.PM 


Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 4th April, 1957. _ 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. HOUSE OFFICER (Senior or 
Junior) (pre- or post-registration) required for Department of 
Urology. Post tenable for 6 months from Ist May, 1957. Salary 
according to grade. Terms and conditions of service for hospital 
medical staff apply. 

Applications, stating age, qualifications, previous posts with 
dates, and 3 names for reference, to be sent to the Secretary to 
the Board, by not later than 3rd April, 1957. 

LEEDS. The 


THE UNITED LEEDS HOSPITALS. 
GENERAL INFIRMARY AT LEEDS. ORTHOPACDIC REGISTRAR 
required. Terms and conditions of service for hospital medical 
staff apply. 

Applications, stating age, qualifications, experience with 

relevant dates, and giving 3 names for reference, should be 
forwarded to the Sub-Dean, The Medical School, Leeds, 2, not 
later than 3rd April, 1957. 
LEEDS. I 
GENERAL INFIRMARY AT LEEDS. RESIDENT ORTHOPADIC 
OFFICER required of Senior House Officer status. The post 
will initially be for 6 months from 1st May, 1957, and will be 
renewable for a further period of 6 months thereafter. Terms 
and conditions of service for hospital medical staff apply. 

Applications, stating age, qualifications, previous posts with 
dates, to be sent to the Secretary to the Board by 3rd April, 1957. 
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LEEDS. UNITED LEEDS HOSPITALS/LEEDS 
REGIONAL HOSPITAL BOARD. REGISTRAR in Thoracic Surgery. 
First year normally at the Regional Thoracic Centre, Pinderfields 
General Hospital, Wakefield (56 Beds), which is under the charge 
of the Consultants to the Teaching Hospital. Second year if 
we at the General Infirmary at Leeds. Recognised for 
S 

Applications, stating age, qualifications and details of present 

and previous appointments with dates, together with the names, 


and addresses of 3 referees, to the Secretary, Joint Re gistrars 
Committee, Park-parade, Harrogate, by 4th April, 1957. 
LANCASTER. BEAUMONT HOSPITAL. Resident 


SENIOR HOUSE OFFICER (E.N.T.) for a newly constructed 
self-contained ward and Theatre Unit, with attendance at 
outpatients at Lancaster, Kendal, and Morecambe. 


Applications, with names of 2 referees, to Group Secretary, 
Royal Lancaster Infirmary, Lancaster. a 
LANCASTER. ROYAL LANCASTER INFIRMARY. 


(230 Beds.) Locum REGISTRAR (traumatic and orthopedic) 
required on Ist April for about 2 months. 
Applications, with names of 2 referees, 
Group Se« retary, 
LICHFIELD 


to be addressed to 
Royal Lancaster Infirmary, Lancaster. 
(near). ST. MATTHEW'S HOSPITAL, 
BURNTWOOD, LICHFIELD, STAFFS. (1350 mental beds.) BURTON- 
ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. JUNIOR 
HOSPITAL MEDICAL OFFICER (psychiatry) required. Resi- 
dent accommodation available. Facilities for taking a D.P.M. 
Course at Birmingham University. 

Applications, with 2 references, to the Medical Superintendent. 


LINCOLN. LAWN HOSPITAL, Union-road. (Mental 
Hospital for Private Patients—100 Beds.) LINCOLN NO. 2 
HOSPITAL MANAGEMENT COMMITTEE. JUNIOR HOSPITAL 


MEDICAL OFFICER (full-time) required. 
ments used at this active hospital. 

Apply to the Medical 
testimonials. 


All modern treat- 
Pleasant flat available. 
Superintendent with copies of 3 


LINCOLN. ST. GEORGE’S HOSPITAL. (204 Beds. 
Recognised for training for F.R.C.S.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 


(orthopedics) with outpatient clinic duties at the County 


Hospital, Lincoln, required. There are 42 orthopedic beds. 
Appointment for 1 year in first instance. 
Apply to Secretary, Sheffield Regional Hospital Board, Old 


Fulwood-road, Sheffield, by Ist April, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL STANLEY HOSPITAL. Applications are invited for a post 
of HOUSE SURGEON for the period to 3lst August, 1957. The 


appointment is open to pre-registration and to registered 
practitioners. 
Apply as soon as possible on form obtainable from the 


Secretary, The 
Liverpool, 1. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applic ations are invited for the pre-registration post of HOU SE 
SURGEON 6 months eopemiees nt. Post vacant now. 
Salary at the rate of £425-£525 p.a. A deduction at the 
rate of £125 a year is made for board and lodging, and other 
services provided. 

Applications should be forwarded, as soon as possible, to the 
Administrative Officer at the Hospital. 
MALVERN. ST. WULSTAN’S HOSPITAL. (230 Beds.) 
RESIDENT MEDICAL OFFICER (Junior Hospital Medical 
Officer) required. Good experience in modern treatment of 
yulmonary tuberculosis. Work mainly medical but Hospital 
21as own Thoracic Surgical Unit. 

Applications to Physician-Superintendent. 
MANCHESTER, 9. BOOTH HALL CHILDREN’S HOS- 
PITAL. REGISTRAR in Child Psychiatry required, based at 
Child Psychiatric Centre, for 1 year in first instance. Training 
opportunities available in clinical pediatrics and time is allowed 
for attendance at University Course for the D.P.M., but prefer- 
ence will be given to candidates possessing D.P.M. and/or to 
those who have had experience in adult psychiatry. Candidates 
may visit Unit by arrangement. 

Application forms from Group Secretary, to be 
soon as possible. 


United Liverpool Hospitals, 80, Rodney-street, 


returned as 


(near). PRESTWICH (MENTAL) 
HOSPITAL. NIOR *NOSPITAL MEDICAL OFFICER or 
SENIOR HOU SE OFFICER required at above Hospital. 


Single quarters available. 
and study facilities granted. 

Applications, giving full personal details and the names and 
addresses of 2 referees, should sent to the Medical Super- 
intendent, Prestwich Hospital, P.O. Box No. 1, Prestwich, 
Manchester, not later than Saturday, 30th March, 1957. 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT SURGICAL OFFICER (Registrar grade) at 
Wythenshawe Hospital. The post will include responsibility for 
general sutgical and gynecological beds, and is recognised by 
the Royal College of Surgeons. 

Applications, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to the Group Secretary, Withington 
Hospital, Manchester, 20. 
MANCHESTER REGIONAL HOSPITAL BOARD. Bury 
AND ROSSENDALE HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for REGISTRAR in Surgery at ey General 
Hospital. rhis post, which falls vacant in April, recognised 
for F.R.¢ 

Applic a together with the names of 2 referees, should be 
sent to H. WLLKINSON, Group Secretary. 

Bury General Hospital, Bury, Lanes. 
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MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the post of REGISTRAR in General 
Medicine to the Burnley and District Group of hospitals. 
Excellent resident accommodation is available for single or 
married applicants. The post provides wide experience in general 


medicine. 
Applications, together with the names and addresses of 2 
referees, should be addressed to the Group Secretary, Burnley 


General Hospital. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
for the post of OBSTETRICAL HOUSE SURGEON to a 
maternity unit operating temporarily in the Whitworth Park 
Branch of the above-named Hospital, vacant Ist June, 1957. 
The post is supernumerary to the establishment recognised for 
training purposes by the Royal College of Obstetricians and 
Gynecologists. Previous obstetrical experience is desirable. 
An opportunity exists for a limited amount of gynecological 
training during tenure of the post. National scale. 

Application forms, which may be obtained from the under- 
signed, to be returned not later than } April, 1957. 

. R. Wise, General Superintendent. 

Saint Mary’s Hospitals, “Whitworth Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
for the post of SENIOR HOUSE OFFICER in Obstetrics, 
vacant Ist June, 1957. Applicants must have had previous 
hospital experience in general medicine and surgery, and in 
obstetrics. The post is recognised for the purposes of the 
M.R.C.O.G. examination. The duties involve clinical responsi- 
bility for mothers and babies and supervision of the work of 
pre-registration House Officers is also included. The appoint- 
ment is for 12 months. National scale. 

Application forms may be obtained from the undersigned and 
returned not later than _ April, 1957. 

. R. Wise, Gene m. Superintendent. 

Saint Mary’s Seeunteatin” Whitworth Park, Manchester, 13. 
MANCHESTER, 23. WYTHENSHAWE HOSPITAL. 
SOUTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEF. Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
(E.N.T.). This post is recognised by the Royal Ay of 
Surgeons of England as a Senior House Officer (E.N.T.) post. 

Applications, stating age, qualifications, present post, experi- 
ence and names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, within 7 days 
of the appearance of this advertisement. 
NEWCASTLE GENERAL HOSPITAL. 
TYNE HOSPITAL MANAGEMENT COMMITTEE. PEPARTMENT OF 
OBSTETRICS AND GYN4COLOGY. (100 Beds.) OBSTETRICAL 
AND GYNACOLOGICAL HOUSE SURGEON (resident), 
vacant Ist May, 1957. The post is recognised for the purpose 
of Pre-registration Service and preference will be given to 
potion registered applicants who have served 6 months 
n a medical or surgical post since qualification. The depart- 
ment is recognised for the Diploma of M.R.C.O.G., and D.Obst. 
R.C.0.G., and undertakes the training of Medical Students in 
the Unive rsity of Durham. 

Applications should be addressed to the Secretary, Newcastle 

General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
with the names and addresses of 2 referces. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR SURGEON (whole-time) South Shields Group of hos- 
pitals- Ingham Infirmary (158 Beds). Post recognised for 
F.R.C.S. Single accommodation available. 

Applic ations, with names and addresses to 
Senior Administrative Medical Officer, Regional Hospital 
Board, Benfield-road, Newcastle upon Tyne, 6, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. 

REGISTRAR PHYSICIAN (whole-time) for South Shields 
Group of hospitals—-General Hospital (602 Beds). Single 
accommodation available. 

REGISTRAR ANASSTHETIST (whole-time) for Hexham 
Group of hospitals—Hexham General (304 Beds) ; Dilston Hall 
Maternity (50 Beds). Married or single accommodation available. 

SENIOR REGISTRAR RADIOLOGIST (whole-time), New- 
castle upon Tyne Group of hospitals—Main hospital : Newcastle 
General (838 Beds including regional units for neurosurgery, 
plastic surgery, &c.). The successful candidate will be given 
facilities for training in neuro-radiology. 

Applications, with names and addresses of 3 referees, to Senior 


Newcastle upon 


of 3 referees, 


Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days. <a 
NORTHAMPTON GENERAL HOSPITAL. (482 Beds.) 
Vacancies Ist April, 1957, for the following :— 
+, ER (general surgery). Recognised for 
F.R. and pre-registration. 
HOU CER (Dermatological Department) (Har- 


borough Road Hospital). 

Both 6 months appointments in first instance. 

Applications, enclosing copies of 3 testimonials, as soon as 

possible, to S. G. HILL, Superintendent. 
NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
Poe vacant Ist May, 1957. The post is approved for 
the D.( 

Angie ations, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Secretary, City Hospital, Hucknall-road, 
Nottingham. 


OXFORD REGIONAL HOSPITAL BOARD. Registrar 


in E.N.T. Surgery to the hospitals of the Aylesbury/High 
Wycombe Area. The post is recognised for the D.L.O. and 
FR. C.S. The appointment will be for 1 year and eligible for 


cies nsion to a second year. 

Applications, on forms obtainable from the Secretary, Regis- 
trar Committee, 43, Banbury-road, Oxford, to reach him by 
5th April. 
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SENIOR REGISTRAR required in 1 of the General Surgical 
Firms, for the period 15th TApril—Lst June, 1957. Resident or 


non-resident. 
Applications to the Administrative Assistant, Radcliffe 
ITALS. Appli- 


Infirmary, Oxford, as soon as possible. 
OXFORD. UNITED OXFORD HOSP pp 
cations invited for post of NON-RESIDENT REGISTRAR 


in the Department of Pathology, Radcliffe Infirmary. Post 
will be vacant with effect from Ist April, 1957. 
Applications, on forms obtainable from Administrator, 


Radcliffe Infirmary, 
Possible. 

OXFORD. UNITED OXFORD HOSPITALS. Appli- 
cations are invited for post of RESIDENT JUNIOR PATHO- 
LOGIST for 6 months, at the Radcliffe Infirmary, Oxford. 
The post is graded at Senior House Officer rate, £745 p.a., and 
will be vacant with effect from Ist April, 1957. 

Applications, stating age, qualifications and experience, 

together with the names of 2 referees, to the Administrator, 
Radcliffe Infirmary, Oxford, as soon as possible. 
OXFORD. UNIVERSITY OF OXFORD. UNITED 
OXFORD HOSPITALS. SENIOR REGISTRAR in General Surgery 
to the Radcliffe Infirmary. Non-resident. Applicants must 
hold an F.R.C.S. or M.S. Diploma. A scheme for providing 
experience in a non-teac hing hospital of the Oxford Regional 
Hospital AF is available if mutually agreed. 

Applications on forms obtainable from the Secretary, Registrar 
Committee, 43, Banbury-road, Oxford, should reach him by 
8th April, 1957 
ORPINGTON “HOSPITAL, Orpington, Kent. Resident 
SENIOR HOUSE PHYSICIAN (Male or Female) for Geriatric 
Department. Post vacant Ist June, offers good clinical experi- 
ence and opportunity for higuer studies. Hospital may be visited 
by appointment. 

Applications, with copies of 2 recent testimonials, to Physician- 
Superintendent. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. 

SENIOR HOUSE OFFICER in General Medicine, vacant 


1957 
HOUSE OFFICER in Anresthetics, vacancies 
Ist April, Ist May, 1957. Recognised for the D.A. and 
F.F.A.R.C.S. Appointments will be for a period of 12 months. 
Applications, stating age, nationality, qualifications, and 
ee, together with the names and addresses of 3 referees, 
sent to— 
F. HALL, Deputy Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 
_7, Nelson-gardens, Stoke, Plymouth. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, DEVONPORT. HOUSE SURGEON spceeeesetien 
post), vacant Ist May, 1957. Recognised for the F.R.C.8. 
Applications, stating age, nationality, qualifications and 
experience, with names of 3 referees, to be sent to— 
F. HALL, Deputy Group Secretary, Plymouth, 

South Devon and East Cornwall General Hospital Group. 
__7, Nelson-gardens, Stoke, Plymouth. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 

| Portsmouth oon (70 surgical beds) 
SENIOR HOUSE SU N, vacant 15th April, 1957. 
HOUSE SURGE ON fae registration post), vacant now. 
Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be forwarded as 
soon as possible to E. HURST. 
St. Mary’s Hospital, Milton- road, Portsmouth. 
PURLEY HOSPITAL. (53 Beds.) Croydon Group Hos- 
PITAL MANAGEMENT COMMITTEE. CLINIC AL ASSISTANT 
(2 notional sessions weekly in anesthetics). £175 p.a. per 
notional half-day session. 
Details of duties will be forwarded to applicants who should 
apply in writing to— GEORGE A. PAINES, Group Secretary, 
Hospital Management Committee. 
_ Croydon General Hospital, London-road, Croydon. 
PURLEY HOSPITAL. (53 Beds.) Croydon Group Hos- 
PITAL MANAGEMENT COMMITTEE. CLINICAL "ASSISTANT (2 
notional sessions weekly in obstetrics). Payment £175 p.a. per 
notional half-day session. Previous experience in a resident 
obstetric ——- or possession of D.Obst.R.C.0.G. will be an 
vant. 
Details « of duties will be forwarded to applicants who should 
apply in writing to— GEORGE A. PAINES, Group Secretary, 
hospital Management Committee. 
General Hospital, London-road, Croydon. 
READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYNZCOLOGY. (100 Beds.) Applications 
are invited from red medical practitioners, Male and 
Female, for the ent of GYNECOLOGICAL 
HOUSE SURGEON at the Royal Berkshire Hospital, Reading. 
Man C0... April and tenable for 6 months. Post recognised for 


Write, age and qualifications with dates, nationality, 
and present spon, with copy of 1 recent testimonial, ‘to Secretary. 
REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY. SENIOR HOUSE OFFICER (Male), 
mainly surgical. Post vacant April. 

__Apply to the Hospital Secretary. hse 
RHYL. ROYAL ALEXANDRA HOSPITAL. (138 Beds.) 
Applications are invited from pre-registration or registered 
medical practitioners for the post of HOUSE PHYSICIAN for 
of Medicine and Pediatrics at the above 

ospit 

Applications, 2 to be sent forthwith to 
Group Secre' Clwyd and Deeside Hospital Management 
Committee, “ Rhianfa,” R Russell-road, Rhyl. 


Oxford, should be received as soon as 


ROCHFORD, ESSEX. GENERAL HOSPITAL. (622 Beds.) 
Applications are invited for the appointment of a SENIOR 
HOUSE OFFICER (clinical pathology). Post tenable for 1 
year and recognised for Diploma in Pathology. Previous experi- 
ence in pathology not essential but applicants must have good 
clinical experience. Post now vacant. 

Applications, with copies of 2 recent testimonials, to be sent 
to the undersigned not later than 30th March, 1957. 

J. C. FiIeELpD, Secretary. 

General Hospital, Rochford, Essex. . 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER required in the Obstetric 
and Gyneecological Unit consisting of 88 obstetric and 52 
Post recognised for the D.Obst.R.C.0O.G. 


Applications should be forwarded immediately to the Secre- 
tomford Group Hospital Management Committee, 
Oldechurch Hospital, Romford. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 


Beds. ) RESIDENT HOUSE SURGEON required from 28th 
Yor 1957, in the General Surgical Unit. Recognised for 
F.R.C.S. Open to either pre-registration applicants or to fully 


qualified practitioners. This very active Unit of a total of 
approximately 180 Beds affords ample opportunities for 
candidates to obtain first-class tuition and experience. The 
neeeoe appointed will be attached to a unit of approximately 

0 Beds. 

Applications should be forwarded immediately to the Group 
Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT "HOU SE SURGEON (Male) required immediately 
(Not pre-registration appointment. ) 

Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Oldchurch Hospital, 


Romford. 

ROTHERHAM CLINICAL LABORATORY, MOORGATE 
GENERAL HOSPITAL, ROTHERHAM. SHEFFIELD RFGIONAL HOS8- 
PITAL BOARD. Whole-time RESIDENT or NON-RESIDENT 
REGISTRAR (pathology) required with duties at associated 
clinical laboratories within the area of the Rotherham and 
Mexborough Hospital: Management Committee. Appointment 
for 1 year in the first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, by Ist April, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
ROTHERHAM HOSPITAL, Doncaster Gate, Rotherham. 
(161 Beds. Recognised for training for F.R.C.S. examination.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (orthopedics and casualty) required. Appoint- 
ment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, by Ist April, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

SALISBURY GENERAL HOSPITAL. Applications are 
invited for the appointment of REGISTRAR to the E.N 
Department. Post recognised for D.L.O. and F.R.C.S 

Application forms obtainable from, and must be returned to, 
Group Secretary, Salisbury Group Hospital Management Com- 
mittee, Odstock Hospital, Salisbury. Wilts. 

SHEFFIGLD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the following posts :— 

(a) SENIOR REGISTRAR in Plastic and Jaw Surgery at 
the Royal Hospital. Post vacant Ist April, _— 

Closing date for applications 30th Mare 

(6) NON-RESIDENT OPHTHALMIC. REGISTRAR at 
the Royal Hospital. 

Closing date for applications 30th March. 

(c) NON-RESIDENT REGISTRAR to the Department of 
Radiology at the Royal (Rages 

(d) RESIDEN REGISTRAR a SENIOR HOUSE 
OFFICER the Hoepital and the Children’s Hospital, 
in association with the Department of Child Health of the 
University of Sheffield. The post is a rotating one between the 
2 hospitals, alternati with another Registrar, so that the 
successful candidate will spend half his time in the Professorial 
Department at the Children’s Hospital and half his time in 
Soeree ot newborn babies at the Jessop Hospital. Post vacant 

th May. 

Closing date for applications 26th March. 

Applications for the above posts should = age, Fg myn 

tions, experience, give the names of 3 referee sent 
to the Chief Administrative Officer, The United ‘shemeld Hos- 
pitals, West-street, Sheffield, 1. 
SCUNTHORPE. HOSPITAL. (262 
Beds. ) SCUNTHORPE AL MANAGEMENT COMMITTEE. 
Vacancy for HOUSE PHY: SICIAN (1 of 2) end of April—pre- 
registration or Senior House Officer according to experience. 
Busy department with medicine, pediatrics, skins and eyes with 
busy outpatient clinics offering good experience. 

Applications, naming 2 referees, to Group Secretary. 


SCUNTHORPE. Do MEMORIAL HOSPITAL. (262 
Beds.) SCUNTHO! HOSPITAL MANAGEMENT COMMITTEE. 

Vacancy for HOUSE SURG EON early April—pre-registration or 

Senior House Officer according to experience. Busy hospital 
offering good opportunity for experience. 

Applications, naming 2 referees, to Group Secretary. aa 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Medicine at Leith Hospital (a 
general hospital of 170 Beds). 

Apply, giving particulars of age, qualifications and previous 
os together with the names of 2 ee to the Secre- 
tary, 11, Drumsheugh-gardens, Edinburgh, 3, by 13th April. 


53 


| 
| | 
| 
| 
| 
| 
| 
| 


THE LaNceT] 


THE LANCET GENERAL ADVERTISER 


[Marcu 23, 


1957 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
REGISTRAR in Child Psychiatry at the Crichton Royal, 
Dumfries, in the Child Psychiatry Unit which consists of an 
Inpatient Unit and 3 Child Guidance Clinics, which will be for 
1 year in the first instance. This appointment is subject to the 
National Health Service (Scotland) superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, C.2, by 6th April, 1957. 
SHOTLEY BRIDGE GENERAL HOSPITAL, 
BRIDGE, CONSETT, CO. DURHAM. 


Shotley 
NORTH WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE, Applications are invited from suitably 
qualified medical practitioners for the whole-time post of 
JUNIOR HOSPITAL MEDICAL OFFICER (reside nt) in the 
Plastic Surgery Department (50 Beds). Salary scale £775—-£50- 
£1075 p.a. with deduction of £170 p.a. for board-residence. 

Applications, stating age, qualifications, experience, and 
enclosing copies of 2 recent testimonials, to the Group Secretary. 
SHOTLEY BRIDGE GENERAL HOSPITAL, Shotley 


BRIDGE, CONSETT, CO. DURHAM. NORTH WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
resident post of SENIOR HOUSE OFFICER (Plastic Unit), 


which is tenable for 12 months in the first instance, 6 months of 


which are recognised for the F.R.C Salary is £745 p.a., less 
£150 for residential ace ommodation. 
Applications, together with testimonials, to the Group 


Secretary. 


ROYAL SALOP INFIRMARY. Ortho- 


PASDIC/ACCIDENT HOUSE SURGEON (Senior House 
Officer). Successful applicant will be allowed to attend for 2 
days a month at the Robert Jones and Agnes Hunt Orthopedic 


Hospital, Oswestry, for postgraduate study, with the Consultant. 
Post recognised under revised Fe Hlowship regulations in re spect 
of 6 months training required for the Final Fellowship examina- 
tion. Vacant immediately. 

Applications, with copy testimonials, to Group 


Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, 


Shrewsbury. 


SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) RESIDENT AN4AZES- 
WH (Senior House Officer). Post recognised for 
F.F.A.R.C.S. Registrar also employed. Vacant immediately. 


Applications and copy testimonials to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary. Shrewsbury. 


SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL, (500 Beds.) HOUSE SURGEON, vacant 
re-registration candidates eligible. Recognised 
or 


Applic “with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
SENIOR HOUSE OFFICER (casualty) required working with 
Casualty Registrar, for busy Casualty Department. Post recog- 
nised for F.R.C Experience provided in orthopeedic and hand 
surgery. Re side: nt post. 

Applications, with names of 2 
28th March. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum HOUSE SURGEON required 15th-—27th April. 

Applications, with names of 2 referees, to Secretary. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) ORTHOPAZDIC HOUSE SURGEON required. 
Post recognised for Pre-registration Service and tenable for 6 
months. The Hospital is the centre to which all trauma from a 
large industrial town and port is directed thus providing excellent 
experience in the treatment of traumatic conditions ; patients 
with orthopedic conditions are also drawn from a wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds. Recognised for F.R.C.S.) CASUALTY OFFICER 
(Senior House Officer grading), required beginning April. 

Applications, with copies of testimonials, to be submitted 
as soon as possible, to the Secretary, Southampton Group 
Hospital Management Committee, Buliar-street. Southampton. 
SOUTH CHESHIRE HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER (anesthetics), vacant 
mid-April—6—12 months ; duties mainly at Surgical Hospital, 
Crewe (120 Beds), and Maternity Unit, Barony Hospital, 
Nantwich—recognised D.A. Previous experience not necessary. 
New theatres with perfect air conditioning and latest anssthetic 
apparatus and cquipment. Personal supervision and teaching by 
Consultant. 

Apply immediately, stating age, 
names of 2 referees, to the Group Secretary, 
Nantwich, Cheshire. 

SOUTHPORT GENERAL INFIRMARY. Junior Hospital 
MEDICAL OFFICER (resident), whole-time casualty post, 
vacant end of April. 

Apply, stating age, 


referees, to Secretary by 


qualifications, &e., with 
Barony Hospital, 


qualifications, experience, nationality, 
enclosing copies of 2 recent testimonials, to Group Secretary. 
Southport and District Hospital Management Committee, 
Promenade Hospital, Southport. 

STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
(845 Beds.) HOUSE OFFICER (general surgery ) required. Pre- 
registration post. Hospital recognised for F.R.C.s. 

Detailed applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 

STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
a invited for HOUSE OFFICER (medical), vacant 
early April. Recognised pre-registration post. 

Detaile d 
ment Committee, 
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applications to Group Secretary, Hospital Manage- 
Princes-road, 


Stoke-on-Trent. 


STOKE-ON-TRENT. NORTH 

ROYAL INFIRMARY. (455 Beds.) HOUSE 

ry) required. Pre-registration post. 


STAFFORDSHIRE 


OFFICER (general 
Hospital recognised for 


Detailed applications, with copy testimonials, 

Secretary, Hospital Management Committee, 
Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (orthopedics) required. 
ae pre-registration post. Hospital recognised for 


to Group 
Princes-road, 


Applications, with copy testimonials, to Group Secre 
Hospital Management Committee, Princes-road, Stoke- on-Trent. 
ST. ALBANS, HERTFORDSHIRE. HILL END HOS- 
PITAL. NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
SENIOR REGISTRAR in Psychiatry (whole-time). Duties 
involve work in the Neurosis Centre and mental wards. Candi- 
dates should possess the D.P.M. Hospital may be visited by 
direct appointment. 

Application forms obtainable from, and returnable to, 
Secretary, Mid Herts Group Hospital Management Committee, 


Bleak House, Catherine-street, St. Albans, by 5th April, 1957. 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertford- 
SHIRE. (384 Beds.) HOUSE PHYSICIAN (House Officer 


grade) required for 1 of the 2 medical firms for duties mainly 
on the acute wards. Post vacant approximately 21st April 
and tenable for 6 months. Preference given to candidates seeking 
post under the Medical Act, 1950. 

Applications to Secretary, Mid-Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
ST. ALBANS (near), HERTFORDSHIRE. SHENLEY 
HOSPITAL. Applications are invited for the post of SENIOR 
HOUSE OFFICER (Psychiatrist), resident or non-resident, 
for 1 year in the first instance, at Shenley Hospital, 16 miles 
from London. Opportunity for work with neurotic as well as 
psychotic patients. The Hospital may be visited by appoint- 
ment. 

Applications to the Medical Superintendent. 

ST. ASAPH HOSPITAL, St. Asaph. (54 obstetric beds: 
23 gynecological beds.) Applications are invited from pre-regis- 
tration or registered medical practitioners for the post of 
JUNIOR HOUSE OFFICER. Post tenable for 6 months from 
lst May, 1957. Recognised for M.R.C.O.G. and D.Obst.R.C.0.G. 

Applications, with 2 testimonials, to be sent forthwith to 
Group Secretary, Clwyd and Deeside Hospital Management 
Committee, Rhianfa,’’ Russell-road, Rhyl. 
SULLY HOSPITAL, Sully, Glamorganshire. Regional 
THORACIC CENTRE. (324 Beds.) SENIOR HOUSE OFFICER 
(surgical) required to commence Ist May, 1957. Experience will 
be gained in investigation and treatment of chest and heart 


conditions. 
Form of application from Group Secretary, Cardiff Hospital 
44, Cathedral-road, Cardiff. 


Management Committee, 
SWANSEA HOSPITAL, Swansea. Glantawe Hospital 
MANAGEMENT COMMITTEE. — Applications are invited for the 
resident post of SENIOR HOUSE OFFICER in the Surgical 
Unit of the above Hospital. Immediate vacancy. The post is 
recognised under the F.R.C.S8. (Eng.) regulations. 
Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, should be forwarded 
to the Hospital Secretary. 2 JONES, Group Secretary. — 
TORQUAY. TORBAY HOSPITAL. (166 Beds.) Senior 
RESIDENT HOUSE OFFICER (anesthetics) required 21st 
April, 1957. There is a complement of 6 Resident House Officers, 
and the Hospital is recognised for the D.A. and the F.F.A.R.C.S8. 
Applications, stating qualifications, age, nationality, with 
copy testimonials, to the Group Secretary, Torquay District 


eo Management Committee, Torbay Hospital, Torquay, 
Jevon. 
WINDSOR. KING EDWARD Vil HOSPITAL, Old 


WINDSOR. RESIDENT PAEDIATRIC REGISTRAR required 
at above Hospital with duties at hospitals and clinics in 
Maidenhead and Slough. Opportunity for wide pediatric and 
neonatal experience. D.C.H. desirable. 

Application form from, and returnable to, Secretary, Windsor 
Hospital Management Committee, Alma-road, Windsor, by 
3ist March. 
WARRINGTON GENERAL HOSPITAL. (344 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (pediatrics), Male or Female. Post recognised for 

C.H. Seale of salary £745 p.a., less £150 for residential 
emoluments. 

Applications to be forwarded to— 

Henry L. Boot, Group Secretary, 
Warrington and District Hospital Management Committee. 
c/o The General Hospital, Warrington, Lancs. 
WATFORD PEACE MEMORIAL AND SHRODELLS 
HOSPITALS, WATFORD. NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. SURGICAL REGISTRAR required at the 
above Hospital. Post recognised for F.R.C.S. Post vacant 
immediately. Hospitals may be visited by direct appointment. 

Application form obtainable from, and returnable to, the 

Secretary, West Herts Group Hospital Management Committee, 
9, Rickmansworth-road, Watford, Herts, by not later than 10 
days after appearance of this advertisement. 
WATFORD. SHRODELLS HOSPITAL. Applications are 
invited for the post of HOUSE aS (Senior House 
Officer grade) to the Pediatric Unit of 38 Beds, to take up 
duty in April. Post recognised for the D.C.H. 

Applications, together with copies of 2 recent testimonials, 
should reach the Medical Officer-in- -Charge as soon as possible. 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens SENIOR REGISTRAR (general surgery), 
required Maelor General Hospital, lst July, 1957, for 6 months. 

Applications, naming 2 referees, to Senior Administrative 
Medical Ufficer, Temple of Peace, Cathays Park, Cardiff. 
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WELSH REGIONAL HOSPITAL 
SURGICAL REGISTRAR (orthopedics) to serve~ Cardiff 


BOARD. 


Hospital Management Committee. Based at Prince of Wales 
Hospital, Rhydlafar, near Cardiff (200-300 Beds). 
Regional Orthopedic Centre for South Wales area. 
accommodation available. 

REGISTRAR (orthopeedics), Royal Gwent Hospital, Newport. 
separate Fracture and Orthopedic Unit (36 Beds). Own Out- 
patient, X-ray and Rehabilitation Departments. Non-resident. 

Subject to review end of first year. 

Application forms from Senior Administrative Medical 
Officer, Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) SENIOR HOUSE OFFICER (orthopedics) 
required. Post recognised F.R.C.S. Wide experience available 
under Area Orthopedic team. Appointment for 6 months in first 
instance. Vacant 4th April. 

Applications, with copies of 2 
Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School.) HOUSE OFFICER (pre-registration), E.N.T. Depart- 
ment, recognised for the D.L.O. and F.R.C.S. examinations, 
vacant now. 

Applications, with copies of testimonials, to Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
school.) Pre-registration HOUSE OFFICER for thoracic 
surgery and some duties in Casualty Department. 

Applications to Secretary. 

WOODFORD BRIDGE, WOODFORD GREEN, ESSEX. 
CLAYBURY HOSPITAL (for nervous and mental disorders). Appli- 
cations are invited for the post of Full-time SENIOR HOUSE 
OFFICER (resident or non-resident). Board-residence for an 
unmarried applicant, for which a charge of £150 p.a. will be 
made, is available. The Hospital has over 2000 Beds and an 
admission-rate of over 1300 a year. All forms of treatment are 
undertaken and outpatients clinics at general hospitals are run 
by the Hospital staff. Clinical conferences and seminars for the 
D.P.M. candidates are held weekly and facilities will be offered 
to attend lectures in London (1 hours journey). Previous general, 
but not psychiatric experience necessary. 

Applications, with full particulars and the names and addresses 
of 2 referees, to be sent to the Physician-Superintendent not 
later than 14 days after the appearance of this advertisement. 


WORCESTER (near), POWICK HOSPITAL. Appli- 
eations are invited for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER (resident or non-resident). The post 
offers experience in all branches of psychiatry, including all forms 
of modern treatment and outpatient clinics. The Hospital has a 
high admission-rate, is recognised for the D.P.M., and has 
associated Child Guidance Clinics and a Mental Deficiency 
Institute similarly recognised. Arrangements are made for 
Medical Officers to attend at the Birmingham Medical School 
for instruction in neurology. 

Applications, with full details and the names of 2 referees, to 
be forwarded to the Medical Superintendent. 
YORK. COUNTY, CITY AND YEARSLEY BRIDGE 
HOSPITALS. SENIOR HOUSE OFFICER in Pediatrics and 
Infectious Diseases. required Ist June, 1957. 

Applications, giving age, nationality, qualifications, and 
names of 2 referees, to Group Secretary, York A and Tadcaster 
Hospital Management Committee, Bootham Park, York. 


Hospital is 
Married 


testimonials, to the Group 


GOVERNMENT OF THE EASTERN REGION OF 
NIGERIA. MEDICAL OFFICERS OF HEALTH required for 
administration of environmental hygiene, maternal and child 
welfare, school health, health education and control of com- 
municable diseases. Women eligible, and would be encouraged 
to concentrate on school health and welfare duties. At present 
emphasis is being placed on development of a School Health 
Service and on tuberculosis control. Officers may be required 
to visit rural areas around the township where their principal 
responsibility lies. Candidates must possess medical qualifi- 
cations registrable in United Kingdom and a Diploma in Public 
Health. Appointment on contract for 2 tours of not more than 
2 years. Salary scale from £1434 to £2118 a year, and gratuity 
(taxable) payable on completion of satisfactory engagement at 
rate of £37 10s. for each completed period of 3 months service 
(including leave). 

Quarters provided at rental of 10% of salary. Taxes at local 
rates. Annual local leave permissible ; generous home leave 
after each tour. Free return passages for Officer and wife ; and, 
when appropriate, either (but not both) of the following in any 
1 tour of service : 

(a) 1 return sea passage for each of 2 children under age 18 
subject to maximum of £75 for the return journey for each child, 
or 

(6) An allowance of £75 a year for each of 2 children under 
age 18 maintained outside Nigeria for the whole tour. 

Application forms from Director of Recruitment, Colonial 

Office, London, 8.W.1 (quoting No. BCD. 117/411/05). 
HER MAJESTY’S OVERSEAS CIVIL SERVICE. Applica- 
tions invited from doctors with qualifications registrable in 
United Kingdom for following posts in British Guiana. Diploma 
in Pathology or: Bacteriology required for (a) and D.O.M.S. 
= wee. (Eye) plus active engagements during past 3 years 
or (6). 

(a) PATHOLOGIST for New Amsterdam and Mental Hos- 
pitals, to have charge of Laboratory staff, buildings and equip- 
ment, to supervise laboratories of Government Hospitals and be 
responsible for training of laboratory technicians. 

(6) JUNIOR OPHTHALMOLOGIST to assist in treatment of 
eye diseases at Public Hospitai, Georgetown, and other hospitals 
as required, to be responsible for indoor and outdoor patients, 
including special inspections of school children and clinic sessions 
at District Hospitals. 

Salary for (a) and (6) £1600 a year plus £250 a year (non- 
pensionable ) in lieu of consultation fees. 

(ce) MEDICAL OFFICERS for usual duties of Government 
Medical Officer in any part of Colony. May first be under super- 
vision of experienced Medical Officer in a Public Hospital. 

Salary scale £950-£1450 a year. 

Appointments on permanent basis with pension (non-con- 
tributory) 1/600th of final pensionable emoluments for each 
completed month of service ; or on contract for 3 years resident 
service with gratuity (taxable) of 224% of salary for each 3 
months service. Candidates from National Health Service 
may retain superannuation rights during service abroad (up 
to 6 years) and receive gratuity of 20% of salary on leaving 
overseas employment. (Only permanent officers are members 
of Her Majesty’s Overseas Civil Service. ) 

Free unfurnished quarters or allowance of £100 a year in 
lieu when attached to an Institution. In districts where quarters 
available rent payable at 10% of salary. Free passages for 
Officer, wife, and children under 18 years up to 5 persons in all. 
Assisted passages for Officer and wife on leave. 

Application forms from Director of Recruitment, Colonial 
Office, London, S.W.1 (quoting No. BCD, 117/30/019). 


Public Appointments 


DERBYSHIRE COUNTY COUNCIL. Applications are 
invited from Male medical practitioners for the whole-time 
appointment of SENIOR ASSISTANT MEDICAL OFFICER. 
Possession of the D.P.H. (or its approved equivalent ) is essential 
and experience in school health and mental deficiency work is 
advantageous. The work will be largely administrative in 
connection with the Public Health and School Health Services 
but other duties mey be assigned to the Officer appointed, who 
will work under the direction of the County Medical Officer. 

fice accommodation will be provided in the Central Office. 
The salary is £1210-£55(5)-£50(4)-£1685 p.a., together with a 
travelling allowance. 

Applications should be submitted to the undersigned by 
30th March, 1957. Application forms are not provided, but the 
conditions of service will be supplied on request. 

J. B. 8. MorGan, County Medical Officer of Health. 

County Offices, St. Mary’s Gate, Derby. xs 
FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointment as Appointed Factory Doctor is 


vacant. Apply to Chief Inspector of Factories, 19, St. James’s- 
square, London, 8.W.1. 
Latest date for receipt 
District County of applications 
LOUGHBOROUGH LEICESTER 6TH APRIL, 1957 


MUNICIPAL BOARD OF MOMBASA. Applications are 
invited from suitably qualified Lady medical practitioners for 
the post of MEDICAL OFFICER in charge of maternity and 
child welfare. The salary scale attached to the post is £1828-— 
£64-£2084. Housing or house allowance, passages, leave and 
motor-car allowances are in accordance with the Board’s terms 
of service, which may be obtained from the undersigned. Appli- 
cants should have had wide experience in obstetrics and in the 
running of maternity and child welfare clinics. The possession 
of a higher qualification in obstetrics or surgery is desirable. 

Applications, stating age, nationality, qualifications and 
experience accompanied by copies of recent testimonials and a 
medical certificate of fitness, should reach the undersigned not 
later than Ist May, 1957. Canvassing disqualifies. 

A. V. RatTcuirr, Town Clerk. 


Town Hall, P.O. Box 440, Mombasa, Kenya. 


HER MAJESTY’S OVERSEAS CIVIL SERVICE. Medical 
OFFICER OF HEALTH required in Medical Department, 
Barbados. Duties include school health, public health educa- 
tion, maternal and child welfare clinics, tuberculosis and venereal 
disease clinics, control of quarantinable diseases and coépera- 
tion with Local Government bodies in their health matters 
with special relation to sanitation and hygiene. Candidates must 
possess qualifications registrable in United Kingdom and D.P.H. 
Experience in public health practice and qualification in tropical 
medicine and hygiene desirable but not essential. Officer liable 
to be attached or transferred to any Health Centre in territory. 
Appointment on permanent basis, with pension (non-contribu- 
tory) 1/600th of final pensionable emoluments for each completed 
month of pensionable service, or pement for 3 years in first 
instance (in which case passage regulations are slightly different). 
Only permanent officers can be members of Her Majesty’s 
Overseas Civil Service. Salary scale £1400-£1600 p.a, Furnished 
uarters provided at rental of 10% of salary for house, plus 
% for furniture. (Rental for furniture under review.) On 
appointment, free passages provided for Officer, wife, and 
dependant children under 18 years up to total cost of £400. 
Leave passages provided for husband and wife after completion 
of minimum tour of 3} years. Income-tax at local rates. Climate 
healthy. Social and recreational amenities good. Educational 
facilities available. 


Applications are invited for the post of ASSISTANT AREA 
MEDICAL OFFICER in No. 4 (Carlton) Area. Candidates 
should preferably be aged about 30 years and have experience 
in the field of preventive and industrial medicine, and a know- 
ledge of the Coal Mining Industry will be an advantage. The 
work will] include making underground visits at collieries. Salary 
according to qualifications and experience, will be within the 
range of £1100-£1600 p.a. Candidates with a fair amount of 
postgraduate experience will not be paid less than £1200. 

Detailed applications, giving the names of 2 referees, should 
be sent to the Staff Director, National Coal Board, Holmwood 
House, Ecclesall-road South, Sheffield, 11, by 30th March, 1957. 
Mark envelopes “‘ Staff Vacancy.’”’ 

This post was originally advertised on 2nd and 9th February, 
1957. vious applicants will be automatically considered. 
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LONDON COUNTY COUNCIL. Visiting Medical Officer. 
Applications are invited from medical practitioners practising 
in locality under National Health Service for appointment as 
Visiting Medical Officer to a home for 45 old people at High 
Close, Holford-road, N.W.3. Remuneration £40 a year plus 
fees receivable from Executive Council in respect of residents 
and residential staff who may be taken on National Health 
Service list. 

Particulars and application form from Medical Officer of 
Health (PH/D1/487), County Hall, Westminster Bridge, S.E.1, 

“and returnable by Ist April. 
NAVY, ARMY, AND AIR FORCE INSTITUTES. Appli- 
cations are invited from general practitioners in the undernoted 
towns for the appointme ntina part- -time capacity as MEDICAL 
OFFICERS to this Corporation. Successful applicants would be 
required to examine and report on the condition of employees 
of the Corporation who may be referred to them from time to 
time. Fees for the work will be paid on a scale agreed with the 
British Medical Association. 

Applications, giving full details of qualifications and experi- 
ence, should be sent to Principal Medical Officer, Navy, Army, 
and Air Force Institutes, Kennington-lane, London, S.E.11, 
not later than 6th April, 1957. Applicants should not be more 
than 60 years of age. 

The towns for which applications are invited are : 

HARWICH BURY ST. EDMUNDS 

THETFORD BEDFORD ELY. 
NOTTINGHAM. CITY OF NOTTINGHAM. Health 
SERVICES. SENIOR ASSISTANT MEDICAL OFFICER. 
Applications are invited for this appointment from Male 
registered medical practitioners holding the Diploma of Public 
Health. Salary will be within the scale £1150-£1575 p.a. ; 
commencing salary will be fixed in accordance with experience. 
The successful candidate will be given opportunities for adminis- 
trative and practical experience in all services of the Health 
Department. The appointment is superannuable and subject 
to the usual conditions. 

Forms of application may be obtained from the Medical 
Officer of Health, Huntingdon-street, Nottingham, to whom they 
must be returned, together with the names of 2 referees, by not 
later than 19th April, 1957. T. J. OwEN, Town Clerk. 

Guildhall, Nottingham, March, 1957. 

STAFFORDSHIRE COUNTY COUNCIL. Appointment 
of ASSISTANT COUNTY MEDICAL OFFICER AND SCHOOL 
MEDICAL OFFICER. Applications are invited from fully 
ualified medical practitioners and those holding the Diploma of 
ublic Health will be given preference. The candidate appointed 
will undertake clinical work in the School Health and Child 
Welfare Services under the direction of the County Medical 
Officer of Health, and will be required to perform such other 
duties as may from time to time be prescribed. The salary scale 
is £1050—850-—£1200—€55-£1475, and increments may be given 
for previous similar service. The appointment will be terminable 
by 3 months notice in writing on either side and subject to the 
provisions of the appropriate superannuation acts and regula- 
tions, in which connection the selected candidate must pass a 
medical examination and submit his or her birth certificate. 

Forms of application may be obtained from the County 
Medical Officer, County Buildings, Stafford, to whom i 
should be returned - hen completed not later than 13th Apri 
1957 H. Evans, Clerk of the County Ceuncil. 

County Buildings: Stafford, 12th March, 1957. 
WORCESTERSHIRE COUNTY COUNCIL. Assistant 
MEDICAL OFFICER OF HEALTH (Worcestershire 

5/liths) MEDICAL OFFICER OF HEALTH (Bromsgrove 

rban and Rural Districts 3/11ths each). Applications are invited 
from registered medical practitioners possessing D.P.H. and 
recognised by Ministry of Education for ascertainment of 
handicapped pupils. Duties include maternity and child welfare 
(with attendance at centres), School Health Services and full 
range of public health duties. Salary not less than £1600, rising 
to a maximum of £1961. Car allowance. 

Applications forms, with details, from County Medical Officer, 
County Buildings, Worcester. 4. 
WORCESTERSHIRE COU OUNCIL. Assistant 
COUNTY MEDICAL OFFIC an OF ite ALTH (Worcestershire 
6/llths) MEDICAL OFFICER OF HEALTH (Redditch Urban 
District 5/1lths). Applications are invited from registered 
medical practitioners possessing D.P.H. and recognised by 
ey A of Education for ascertainment of handicapped pupils. 
Duties include maternity and child welfare (with attendance at 
centres), School Health Service and full range of public health 
duties. Salary not less than £1528, rising to a maximum of 
£21908. Car allowance. 

Application forms, with details, rom County Medical Officer, 
Buildings, Worcester. (8.175. 


U.S.A 
| MENTAL HOSPITAL PHYSICIANS.—These posi- 
} tions involve the performance and supervision of medical 
| eare and administrative services for patients in r 2800-Bed 
mental hospital in the Shenandoah Valley of Virginia. 
| Merit increases, vacation, and sick leave wit! pay, 
retirement benefits. 
| STAFF PHYSICIAN.—2 years of psychiatric experi- 
| ence, at least 1 of which must have been in a mental 
hospital ; licence to practise medicine in State or eligi- 
bility therefor ; starting salary $8784 per year. 
} JUNIOR PHYSICIAN.—Graduate from a recognised 
' medical college supplemented by 1 Le dh of rotating intern- 


ship in an approved hospital ; ~~ ractise medicine 
in State or eligibility therefor ; ng salary $8400 
per year. 

Apply for the above positions to Cupestatendent, 


Western State Hospital, Staunton. Virginia, U. S.A 


L 


General Practice 
For an Executive Council post (England and Wales) apply on form E.C.164 
obtainable from the council. Mark envelope “* Vacancy."" 


BANSTEAD, SURREY. Applications invited for retire- 
ment VACANCY on 30th June, 1957, in above urban area. 
List about 1480. Residence and surgery may be available. 
Intermediate area. Applications on form ‘E.C.16a to reach the 
unde ignee on or before 5th April, 1957. 

BENNETT, Clerk, Surrey Executive Council. 
__ 187, Ewell- road, Surbiton, Surrey. eee 
A rare opportunity to see South Africa. Young Male 
Assistant in largely native practice. Weekends free. Some 
experience of General Practice desirable. Salary £1200 p.a. 
tax free. Hotel accommodation and car provided. Highest 
personal references required with names of 2 referees.—Address, 
ap 287, THE LANCET Office, 7, Adam-street, Adelphi, London, 

-C.2. 


Hospital Services : Non-Medical Appointments 


DUNDEE. MARYFIELD HOSPITAL. Applications are 
invited from graduates in science (Hons. degree preferable but 
not essential), for appointment as ASSISTANT BIOCHEMIST 
in a rapidly expanding department with University connections. 
The Unit is due to move shortly into new laboratories. Whitley 
Council salary, Basic grade £475-#€845. 

Applications to Medical Superintendent from whom further 
particulars may be obtained. 


THE UNIVERSITY OF MANCHESTER. Applications 
are invited for the post of MEDICAL ARTIST who will be 
responsible for the preparation of paintings, drawings, diagrams 
and similar works for members of the staff bf the Medical School, 
both in the University and in the United Manchester Hos- 
pitals. Salary not less than £600 p.a. Duties to beginin October, 
1957, or as early as possible thereafter. 

Applications should be addressed to the Registrar, the Uni- 
versity, Manchester, 13, and should reach him not later than 
15th April, 1957. Applicants, should give the names of not more 
than 3 persons to whom reference may be made and may also 
submit copies of not more than 3 testimonials which will not 
be returned. 

Medical Officers required by Falkland Islands Depen- 
dencies Survey for tour of 18 or 30 months service in Antarctic 
bases. To leave U.K. in October, 1957. Salary £625 a year. 
Free passages, quarters, messing and canteen stores. Liberal 
leave on full salary. Candidates must possess qualifications 
registrable in the United Kingdom.—Write to the Crown Agents, 
4, Millbank, London, 8.W.1. State age, name in block letters, 
full qualifications and experience and quote M3/44020/LD. 
Assistant to Medical Director required for International 
Pharmaceutical Organisation with offices in London and 
Hampshire. Candidate should be between 30 and 40 and have a 
British Medical qualification ; a Pharmaceutical qualification 
would be an advantage : good clinical experience is essential. 
Duties will include assisting the Director in the initiation and 
development of clinical trials, training Medical Representatives, 
and acting as liaison between the Company and the medical 
profession. This is an interesting appointment with opport unities 
for advancement. The salary will be in ke eping with experience 
and qualifications. Non-c ontributory pension scheme.— Applica- 
tions, which will be dealt with in strict confidence, should be 
sent to Medical Director, WM. R. WARNER & Co. LTD., Power- 
road, London, W.4. 

Required by Western Canadian Clinic, a qualified Obstetri- 
cian and Gynecologist, preferably in early 20's. Must be capable 
of writing Canadian Fellowship examinations, the requirements 
for which are 1 year of general internship, 1 year in surgery or 
6 months medicine and 6 months surgery and 3 years of specialist 
training or alternatively 2 years of specialist training and 1 year 
of basic sciences.—Address, No. 258, Tue Lancet Office, 7, 
Adam-street, Adelphi, London, W.C. 
Medical Copywriter required by medical department of 
firm of Manufacturing Chemists in Switzerland. Must have 
excellent command of English language with great facility of 
expression in writing. Knowledge of German and/or French an 
advantage. Important that applicant should have had some 
medical, biological, physiological or related education and 
experience. Must be familiar with medical terms. Age 25-35. 

—Full particulars of education and So to be sent to: 
Address, No. 286, THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C.2. 

Recently returned Missionary Doctor (34), 3 chiidren, 
or view, congenial colleagues.— Address, 
, THE LANCET Office, Adam-street, Adelphi, London, 
W. Cc. telephone : Hillside. Birmingham, 1477. 
“Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 Is. fee. Heematology, 
Biochemistry, lame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTD., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. ; 
Typewriting and Duplicating. First-class work at moder- 
ate me ical typists. Electric machines. 
—SYB Heath-street, Hampstead, London, N.W.3 
(HAM. "39/0804. 


Shark and Deep Sea Ls pam Cornwall. Enjoy a week 

afloat. Relaxing and restful rochure from ANGLING HOLI- 

wr Lrp., Gloucester Mansions. Cambridge-circus, London, 
C.2 (COVent Garden 1964). 
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EC:PAIS7 


Children are available in three sizes — 


‘Eskacillin’ is available in three strengths— 100, 200, and 300. 
If you match the strength of ‘ Eskacillin’ to the size of the child 
you can prescribe simply 2 standard medical teaspoonfuls t.i.d. 


Very simple. Kid’s stuff, really. 


under Chkaciklin 100 
Eskacillin 200 2 
aver! Chkaciltin 300 


the 


AN Smith Kline & French represented by Menley & James, Limited, London S.E.5 
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Nasal 


decongestion 


Neophryn is more sustained in effect 
e than ephedrine or adrenaline, yet safer 
without than either. Neophryn will not cause 
C.N.S. stimulation or sedation; stinging 

and secondary congestion are very rare 

and there is no impairment of ciliary 

unpleasant movement. This freedom from side- 
effects makes Neophryn the first choice { 
for children and infants as well as 


side-effects aduts 


Neophryn is a sympathomimetic amine (I-m- 
hydroxy-methylamino-methyl benzyl alcohol 
HC1) in aqueous solution, available in a plastic 
atomiser which gives a fine spray, or as drops, 
which are more suitable for children. ' 


*A special Neophryn plus antihistamine spray is also availab!e. 
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